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ABSTRACT
THE USE OF THE TRIPARTITE MODEL TO EXPLAIN 
EMERGENCY MEDICAL SERVICE PROVIDERS’ ATTITUDES ABOUT 
THE EMS AGENDA FOR THE FUTURE
Carolyn Angela Rinaca 
Old Dominion University, 2005 
Director: Dr. Clare Houseman
A dynamic and revolutionary health care system compels the Nation to develop a 
more cohesive, unified healthcare workforce. The Emergency Medical Services (EMS) 
profession has contributed to this development with the publication of the EMS Agenda 
for the Future. The EMS Agenda for the Future describes the future direction for 
emergency medical services agencies and organizations within the nation. It is a vision 
that integrates EMS systems with other health care professions. The EMS Agenda for the 
Future is designed to assist EMS professionals in realizing their full potential for 
proficiency and contributes to the development of the EMS profession.
Much of the success of the implementation of the EMS Agenda for the Future will 
depend on the attitudes of the EMS workforce. Nine years after its publication, attitudes 
of EMS providers about the Agenda were still unknown. This study explores a 
representative regional sample of EMS providers’ attitudes about the EMS Agenda for 
the Future. The study is based on the Tripartite Model of Attitudes which explains 
attitudes as a combination of affect, beliefs and behaviors. A survey instrument was 
created that explores each supporting construct of the model as well as factors that inhibit 
or enhance the EMS Agenda’s 14 distinguished attributes. Validity and reliability of the 
survey instrument were obtained using two expert panels, employees in an urban fire- 
based EMS system, and piloted among four states.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
The results of this study indicate strong support for the use of Tripartite Model of 
Attitudes to explain EMS providers’ attitudes about the EMS Agenda. Direct 
relationships were noted among all three constructs of the Tripartite Model of Attitudes, 
yet each emerged as its own independent construct. In this study, EMS providers’ affect 
about the EMS Agenda appeared to be the better predictor of the extent of performing 
behaviors related to the EMS Agenda. Even though only 12.7% were aware of the EMS 
Agenda and 5.8% had read it, exposure to the EMS Agenda increased the likelihood of 
performing behaviors related to the Agenda.
This study provides baseline information of the current status of the EMS 
profession as it relate to further development of the profession and expansion of EMS 
provider roles as proposed in the EMS Agenda. Implications include those that are 
educationally-based, opportunities for reviewing and improving current policies, creating 
additional policies, and providing for additional research.
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Dedication
For all those who seek knowledge 
And explore their notions o f curiosity 
To acquire understanding and wisdom 
And continue the art o f philosophy
For all those who seek an improved tomorrow 
Because health is a wonderful possession 
For Emergency Service Providers everywhere 
And the continued development o f a profession
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The Nation has been struggling with a dynamic, evolutionary health care system 
for decades. It has become a priority to reshape the system so that everyone has access to 
quality health care at reasonable cost. Since the system is fragmented with escalating 
costs and inequitable access, one approach may be to integrate various health care 
components and professions into a more cohesive, unified system.
The Emergency Medical Services (EMS) profession has dedicated itself to do its 
part in contributing to the Nation’s quest for an improved health care system. Even 
though the primary role of EMS providers is to respond to and alleviate emergency 
situations, the industry is expanding into new roles and has developed broader interests in 
the health of the community in which EMS agencies serve. The EMS Agenda for the 
Future (1996) provides a vision that encompasses these new roles. However, the extent 
to which the EMS Agenda for the Future is known by the EMS workforce may be limited 
and the support of its principles by EMS providers is unclear. Therefore, the purpose of 
the study is to explore and describe attitudes among EMS clinicians towards the goals of 
the EMS Agenda for the Future, and determine factors that enhance or inhibit its 
acceptance. Additionally, the purpose of the study is to test the usefulness of the 
Tripartite Model of Attitudes as it relates to EMS providers’ attitudes towards the EMS 
Agenda for the Future.
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Background
The Health Care System
The nation’s health care system has grown tremendously in knowledge and 
technologies over the past century. It is also known that healthcare has become 
increasingly expensive and the increases in costs are still uncontained. By 2003, the 
nation was averaging 1.65 trillion per year on healthcare expenditures, consuming one- 
fourth of the federal budget (Francis, 2003). Much of governmental spending on 
healthcare began with the Hill-Burton Act in 1946 in which the number of community 
hospitals grew rapidly following World War II (Lee & Estes, 1990). Governmental 
expenditures continued with the enactment of the Medicare and Medicaid programs in 
1965 to cover medical costs for the elderly and poor (Porter, 1996). Today these two 
public programs, along with the State Children’s Health Insurance Program (SCHIP) 
developed in 1997, remain the largest government medical expenditures supporting 
health care services and supplies (Lee & Estes, 2003). Employer-based insurance had 
become prevalent during the 70s and 80s which contributed to shielding patients from 
direct costs of medical services and made them less sensitive to increasing prices 
(Grumbach, 2002). By the mid 90s, health care accounted for 14% of Gross Domestic 
Product and medical inflation increased twice as much as the Consumer Price Index 
(Peterson, 2003). Technological and scientific advances had become the biggest 
contributors toward medical cost increases over time (Cutler & McClellan, 2001). As 
health care expenditures continued to rise, the health care system developed into a highly 
fragmented, decentralized design. It was noted that there were too many specialist 
physicians and not enough generalists by the mid to late 80s (Grumbach, 2002). “New
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
3
medical-industrial complexes” that provided an assortment of for-profit services such as 
home health and emergency care emerged as major economic forces (Lee & Estes, 2003). 
To add to the fragmentation, some solutions to the health care dilemma came from 
governmental executive offices such as Office of Management and Budget, Council of 
Economic Advisers, and others not traditionally thought of as health-related policy 
makers (Syme, Lefkowitz, & Krimgold, 2002). These and other influences have led to 
“poorly designed care processes characterized by unnecessary duplication of services and 
long waiting times and delays” that have been unable to provide consistent high-quality 
care to all people (Institute of Medicine, 2001).
Access to the healthcare delivery system and inequitable distribution of health 
services have also been major issues. When evaluating outcomes from the goals of 
Healthy People 2000, the largest disparities were related to access and health status gaps 
(McGinnis, Williams-Russo, & Knickman, 2002). Lack of insurance coverage exceeds 
all other barriers in obtaining adequate health care to where 43.4 million Americans had 
no health insurance in 1997 (Ahmed, Lemkau, Nealeigh, & Mann, 2001; Kiefe &
Hyman, 1996). Financial burdens and lack of insurance have led to increased admissions 
and poorer health outcomes (Becher & Chassin, 2001; Billings, Andersen, & Newman, 
1996; Fossett & Perloff, 1995; Franks, Clancy, & Gold, 1993; Freudenberg, 2000; Kiefe 
& Hyman, 1996; Raske, Williams, Parker, & McNagny, 1994; Weissman, Gatsonis, & 
Epstein, 1992). Those with no insurance and/or without a regular source of primary care 
tend to use emergency departments in nonemergent situations, causing overcrowding and 
extraordinarily long wait times (Andrulis, Kellermann, Hintz, Hackman, & Weslowski, 
1991; Grumbach, Keane, & Bindman, 1993; Kellermann, 1994).
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Besides health insurance, individual and community characteristics such as 
transportation, language and culture barriers, health literacy and health beliefs hinder 
access to preventive health services (Andrulis, 2000). Socioeconomic factors such as 
younger age, less education, unemployment and lower income levels are important 
barriers to accessing the healthcare system, and in determining morbidity and mortality 
rates (Adler & Newman, 2002; Lee & Estes, 2003; Mechanic, 2002; Merzel & Moon- 
Howard, 2002; Pappas, Hadden, Kozak, & Fisher, 1997; Williams, Neighbors, &
Jackson, 2003). Even when health insurance is available, some types of costly services 
are extensively covered while important, less expensive services are minimally or not at 
all covered (Lee & Estes, 2003). This combination of functions has given the US a 
reputation of “where the healthcare system is most expensive and least equitable” (Porter, 
1996).
Some solutions offered to the above problems have been universal health 
coverage, unlimited access to healthcare, and better integration of health professionals. 
The emergency medical services profession can assist in improving the current health 
care system. Most importantly, the EMS system is virtually available for everyone, 
despite some of the barriers mentioned above, including lack of health insurance. The 
profession has proposed a vision that also offers some solutions to the above issues, but 
particularly encourages the integration with other healthcare services.
The Emersencv Medical Services System
Over the years, emergency medical services evolved to meet the needs of the 
community. Initially, informal EMS systems consisted of neighbors helping neighbors, 
using whatever resources were available. Generally, EMS providers have a history of
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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enhancing their roles to continue to meet the needs of society as the health care system 
has grown to become more sophisticated and dynamic.
Much of the development of EMS is attributed to military efforts of removing 
wounded victims from the battleground, using horse-drawn wagons and carts during the 
Civil War (Kelley, 2001; Miller, 2001). Afterwards, people in communities would 
provide transportation to a medical facility for sick or injured neighbors. Cincinnati and 
New York are credited with providing the first ambulance rides to a medical facility in 
the 1860s, and the first volunteer rescue squad was established in Roanoke, Virginia in 
1923 (Kelly, 1996). Conveniently, many providers were the morticians of the 
community, and provided their hearses so that patients could lie down while being 
transported to a nearby medical facility (Kelley, 2001; Post & Treiber, 2002; Post, 2002).
Emergency medical services began developing more quickly in the 1960s. EMS 
was originally considered a public safety service, particularly after the publication of 
Accidental Death and Disability: The Neglected Disease o f  Modern Society (National 
Academy of Science, 1966). In this document, it was learned that more deaths had 
occurred on US highways in one year than in the Korean War (Martinez, 1998), and 
veterans returning from that war observed that soldiers received more organized 
treatment and care than Americans on US roadways (Flaherty & Snyder, 1998). As a 
result of this publication, the National Safety Act of 1966 established the Emergency 
Medical Services Program (today known as the National Highway Traffic Safety 
Administration or NPITSA) under the Department of Transportation (DOT) which later 
became a cabinet level agency (Post & Treiber, 2002). This identification of a national 
trauma epidemic led to the development of sophisticated trauma systems, which led to the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
subsequent refinement of EMS systems to support those trauma issues. NHTSA 
contributed over $142 million for EMS regional demonstration projects, training, and 
research (Post & Treiber, 2002). The Emergency Medical Services System Act of 1973 
created legislation to expand upon EMS development efforts, and established integration 
and consolidation of federal resources into a single branch, the Division of Emergency 
Services (DEMS) under the Department of Health, Education and Welfare (DHEW).
With the introduction of “Reaganomics” in the early 80s, funding for EMS became lost 
within the new established Preventive Health Block Grants. NHTSA continued to 
develop standards for the EMS profession, including those for the basic EMT curriculum, 
rotary and fixed-wing medical aircraft, and EMS system organization (Post & Treiber, 
2002). Even though EMS had been directed under the auspices of the DEMS within the 
DHEW between 1973 and 1981 (Post, 2002), public safety played a major role in 
developing the nation’s EMS systems and continues in this role today.
The public health industry has somewhat explored expanding their workforce by 
utilizing EMS providers to help give vaccinations in some communities (Cook, 1995; 
Fairbrother & DuMont, 1995; Foltin, 1995; Garza, 2005; Jaffe, 1995; Rinaca, 1996). The 
American Public Health Association addressed the importance and involvement of EMS 
by creating the Injury Control and Emergency Health Services section in their 
professional organization in 1970 (J. Holden, personal communication, May 29,2003). 
More recently, particularly after the September 11 attacks and anthrax scare, there has 
been a resurgence and vested interest in the future development of public health to 
include collaboration with a variety of community workers, particularly public safety and
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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emergency responders (Baker & Koplan, 2002; Frist, 2002; Gebbie, Merrill, & Tilson, 
2002; Lumpkin & Richards, 2002).
Medicine has also been a principal force behind developing the EMS profession. 
The primary role of EMS providers is to alleviate emergent situations which, in many 
cases, involve administering life-saving medications. EMS had begun initiating CPR and 
some basic first aid in the early 1960s. In the early 70s more advanced medicine-type 
care such as starting IVs, cardiac pharmacology procedures, and defibrillation was 
rendered and the nation’s first certified volunteer paramedics were initiated in Haywood, 
North Carolina (Page, 1979).
Traditionally medicine is considered the healing science that focuses on the 
individual, while public health emphasizes disease prevention and health promotion 
activities, and focuses on populations. In the early 1990s, emergency medicine 
acknowledged the need and specifically addressed the means of getting more involved to 
improve public health (Gordon, Goldfrank, Andrulis, D'Alessandri, & Kellermann,
1998). Collaborative initiatives were discussed and implementation strategies were made 
to overlap the disciplines of medicine and public health (Committee on Medicine and 
Public Health, 1996). The need to integrate medicine and public health has recently been 
stressed in order to rebuild a new public health infrastructure (Annas, 2002; Lurie, 2002). 
As medicine begins to participate more in preventive measures and general community 
health, it is thought that EMS should reflect some of the same ideas. Emergency 
physicians and others realized the impact that EMS could potentially have on community 
health, such as surveillance of epidemic outbreaks and increased public education 
opportunities, and created the “EMS Agenda for the Future.”
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The EMS Agenda for the Future
The EMS Agenda for the Future is a blue print document describing a future 
vision and direction for EMS systems and organizations. After many years of piece- 
mealing EMS systems together, a group of experts composed new ideas into a single 
document. The development of the document included a steering committee who 
collected the thoughts and ideas of the EMS community throughout the nation (Delbridge 
et al., 1998; Rinaca, Elnitsky, & Brown, 1999). EMS providers were given an 
opportunity to contribute towards the developing document by responding to solicitation 
ads in EMS professional journals and magazines. After a draft document had been 
written, the Blue Ribbon Conference in December, 1995 provided brainstorming and 
critiquing sessions for better refinement of the document. The EMS Agenda for the 
Future was finally published and disseminated in the summer of 1996 (U.S. Department 
of Transportation, 1996).
The EMS Agenda for the Future proposes that EMS will be community-based and 
fully integrated with the overall health care system. EMS providers will continue to 
provide acute illness and injury treatments, but may also provide follow-up care. In 
addition, providers will have the ability to identify and modify illness and injury risks, 
assist in monitoring and treatment of chronic conditions, and provide data through illness 
and injury surveillance and general community health monitoring. At the same time, 
“EMS will remain the public’s emergency medical safety net” (Delbridge et al., 1998; 
U.S. Department of Transportation, 1996).
The EMS Agenda for the Future is comprised of 14 attributes. These attributes 
propose both traditional and nontraditional roles for EMS providers, EMS agencies and
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EMS systems. Below is a brief description of each of those attributes (Delbridge et al., 
1998). The mission statement and specific goals for each of the attributes can be found in 
Appendix A.
1. Integration of Health Services -  EMS providers will work together with other 
health services and various resources as liaisons to provide needed links for individuals in 
the community. This will help to ensure that EMS treatment is part of a more complete 
health care program.
2. EMS Research -  Providers, agencies, and professional organizations will 
participate in the promotion of sound research and advancement of knowledge of EMS 
systems and care. Funding should be supported by federal agencies (among others) and 
integrated information systems should be developed to facilitate data collection.
3. Legislation and Regulation -  There will be a federal lead EMS agency to 
coordinate activities among federal programs and agencies, and be a liaison with each 
individual state’s lead agency. Activities will be integrated in order to facilitate 
nationwide development of EMS systems.
4. System Finance -  Community EMS systems will be consistently funded by 
those mechanisms that fund other aspects of the health care system. Insurance companies 
and other payers of health care will recognize the value of treatment without 
transportation to a nearby medical facility by EMS providers.
5. Human Resources -  EMS personnel are recognized as part of the health care 
system. There should be venues for career development and potential transitions to other 
health care delivery teams. The occupational risks of EMS providers are well recognized 
and strong support is given for their well-being.
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6. Medical Direction -  Each state has a qualified EMS medical director to 
oversee the state’s system. Operational medical directors exist throughout each state and 
provide guidance to all EMS providers. They not only involve themselves with clinical 
care, but address issues of population-based care, occupational health of EMS providers, 
and encourage and initiate research.
7. Education Systems -  Education and training for EMS providers will be 
affiliated with academic institutions and worthy of academic credit. Standardization of 
core content and accreditation of programs will parallel the needs of the population. 
Lifelong learning for providers will be facilitated and bridging programs will allow 
transition to other health care roles.
8. Public Education -  Educating the public about EMS and health issues is an 
integral part of EMS systems. This is an ongoing process that meets the needs of all 
community members, including children, the elderly, and those with special-care needs. 
EMS professionals will disseminate valuable information about injury prevention and 
health promotion that will significantly contribute to the well-being of the community.
9. Prevention -  EMS providers are actively engaged in injury and illness 
prevention programs. Surveillance and identification of injuries and illnesses to specific 
communities will help tailor appropriate programs.
10. Public Access -  A single 3-digit number that connects to an appropriate 
public service access point (PSAP) is available nationwide. Calls are triaged so that the 
most appropriate resource is dispatched.
11. Communications -  Educated and experienced dispatchers will be able to give 
first aid instructions to citizens as well as decide the most effective resource needed.
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Communications systems will be integrated with other health care agencies, 
organizations, and resources.
12. Clinical Care -  There is a nationwide defined scope of practice, and an 
expanded scope to fit community needs. Effects and outcomes of treatment are 
continually evaluated. Patient transport activities are integrated into the health care 
system, including interfacility transports and transports to other health care resources.
13. Information Systems -  Information systems are integrated with other health 
care providers’ systems. Uniformed data elements will help facilitate patient outcomes as 
well as EMS-related research.
14. Evaluation -  Continuous comprehensive evaluation occurs in all aspects of an 
EMS system, including patient outcomes, satisfaction of consumers and the workforce, 
illness and injury trends, etc.
In terms of implementation, the EMS Agenda for the Future -  Implementation 
Guide (1998) suggests three primary areas for change: 1) building bridges with other 
health care organizations in the community; 2) creating infrastructure to facilitate 
communications and operations; and 3) developing new tools and resources to advance 
innovative roles and skills (Martinez, 1998; U.S. Department of Transportation, 1998). 
Also, additional agendas have been developed in several areas to support the EMS 
Agenda for the Future. The EMS Education Agenda for the Future (1999) supports the 
attribute “Education Systems” and components in the attribute of “Human Resources” by 
using a systems approach to identify and implement standardization of skills, knowledge, 
and education nationally (U.S. Department of Transportation, 1999b). The EMS 
Research Agenda (2001) addresses the “EMS Research” attribute and suggests ways to
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overcome barriers to future research activities, among other things. Finally, the Trauma 
System Agenda for the Future (2004) discusses key components for optimal use of 
resources in a community, and speaks to the attributes “Integration of Health Services,” 
“Clinical Care,” “Public Education,” and “Prevention” (U.S. Department of 
Transportation, 2001b, 2004).
Two separate round table discussions of four sessions each have also been held in 
reference to the Agenda. One round table session discussed managed care organizations’ 
and others’ roles in financing EMS systems (“System Finance” attribute) (U.S. 
Department of Transportation, 1999a). A second round table session invited the public 
health community to discuss ways that EMS and public health could benefit and 
compliment each other (attributes of “Integration of Health Services”, “Clinical Care”, 
“Public Education”, and “Prevention”) (U.S. Department of Transportation, 2001a).
Problem Statement 
Little has been published about the EMS Agenda for the Future since its inception 
and distribution in 1996. Even though goals and objectives have been established 
through the EMS Agenda, it has been difficult to determine their impact on the 
profession. So far there has been no evaluation of the level of awareness, general 
acceptance or implementation of the concepts portrayed in the Agenda throughout the 
nation. Assessment of the extent of awareness, acceptance, and implementation of the 
attributes is an important and timely step in evaluating the impact of the Agenda on the 
EMS profession.
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Another issue is the usefulness of the Tripartite Model of Attitudes. To date, 
limited studies have been done that test the Tripartite Model. No studies have been done 
using the model in the EMS profession.
Purpose of the Study
The purpose of this study will be to explore and describe awareness of and 
attitudes toward the goals of the EMS Agenda for the Future among EMS providers. 
However, the study will also test the Tripartite Model of Attitudes as it relates to EMS 
providers’ attitudes toward the EMS Agenda for the Future. The theory proposes that the 
explanatory power of attitudes is attributed to three main constructs (affect, beliefs, and 
behavior) as well as influenced by various antecedent variables. A survey instrument was 
utilized to obtain information about each of the four components contributing to the 
primary construct of attitudes. The Tripartite Model will be evaluated to determine if it 
can be used to predict the responses from participants about their attitudes toward the 
EMS Agenda for the Future.
Theoretical Framework
The Tripartite Model of Attitudes was developed by Milton Rosenberg and his 
colleagues (Rosenberg, Hovland, McGuire, Abelson, & Brehm, 1960), and will be used 
to describe the relationships of attitudes about the EMS Agenda among participants. 
According to the theory, attitudes are a combination of predisposing factors (such as age, 
gender, or type of EMS system), affect (feelings about the attitude object), beliefs (values 
or viewpoint toward the attitude object), and behavior (action taken involving the attitude 
object). The Tripartite Model of Attitudes is depicted in Figure 1.1. Application of the
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Tripartite Model of Attitudes is depicted in Figure 1.2. A more detailed discussion about 
the Tripartite Model is contained in Chapter II.
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Research Questions
This research study addresses seven fundamental questions:
1) What is the level of awareness about the EMS Agenda for the Future among EMS 
providers?
2) How positive or negative are the attitudes of EMS providers about the EMS Agenda 
for the Future?
3) What are the factors that predict / explain the affect of EMS providers about the EMS 
Agenda for the Future?
4) What are the factors that predict / explain beliefs of EMS providers about the EMS 
Agenda for the Future?
5) What are the factors that predict / explain behaviors of EMS providers in reference to 
the EMS Agenda for the Future?
6) What is the relationship between the components of affect, beliefs and behavior?
7) Is the Tripartite Model of Attitudes supported by the data?
Significance of the Study 
This study will explore the extent of the relationships between constructs of the 
Tripartite Model of Attitudes among a new population. It will also determine the current 
status of awareness and attitudes relating to the EMS Agenda for the Future among EMS 
providers. Findings from this study will provide baseline information from which EMS 
educators can target specific criteria for inclusion in curricula. Implementation processes 
and initiatives may be designed or redirected toward the areas (or attributes) that are 
found to have limited support by EMS providers. Results will also assist EMS 
administrators in developing policy for future planning efforts, especially those relating
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to their individual agencies. In addition, it may provide national policy makers with 
useful information to assist in determining future policies in the EMS industry. The 
ultimate goal is to provide pathways to better health and wellness for citizens within 
every community.
Significance concerning the EMS Agenda for the Future
The current EMS profession with its traditional roles of responding and taking all 
callers to the emergency department has been described as inefficient (Heightman, 2000). 
Expanded roles of EMS providers could lead to improvements in the EMS and public 
health systems such as 1) incur cost savings when EMS providers either treat or refer 
patients instead of transporting, 2) reach underserved populations as mobile clinicians, 
and 3) improve population health through injury prevention and screening activities 
(Bissell et al., 1999). The goal of improving health and wellness within communities can 
be achieved on these levels.
First, if more EMS agencies and providers accept the precepts of the EMS 
Agenda for the Future and behaviors reflect its vision, one should see a decrease in 
disease and injury, and better patient outcomes overall. It is estimated that 40% of deaths 
could be prevented by modifying behavior patterns through prevention activities 
(McGinnis & Foege, 1993; McGinnis et al., 2002) Since wellness plays an important 
role in peoples’ livelihoods and quality of life, community health programs such as CPR 
and the use of Child Safety Seats have contributed significantly to saved lives. 
Immunizations such as the flu shot and tetanus that can be administered by community 
EMS providers is another example. Even the detection of accessible cabinets containing
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cleaning chemicals, or the dead battery in a smoke detector can help to prevent a child 
from becoming poisoned or a family exposed to smoke and fire.
Second, EMS agencies and providers who integrate with other health care 
workers should increase efficiency within the health care system. For example, a 
chronically ill older adult who is consistently anxious about running out of home oxygen 
may benefit when an EMS provider arranges an educational inservice with respiratory 
services from the local hospital system. The patient would not have the inconvenience of 
traveling to an emergency department with its long wait and large payment, the EMS 
provider can be available for other emergency callers instead of being detained with a 
nonemergent call, and respiratory services can continue establishing relationships within 
the community instead of being confined to the hospital. In addition, if EMS expands its 
role within the health care system by working with other health care providers, EMS 
workers would be available to the entire community at any given time to be liaisons to 
those other health care professionals.
Cost savings may be realized as EMS responders suggest alternative solutions for 
nonemergent situations such as visiting a less expensive urgent care center instead of the 
more costly hospital emergency department, or calling the patient’s personal medical 
physician for other alternative suggestions. Health costs can be reduced, not only with 
health promotion and injury prevention activities as already mentioned, but with simple 
routine responses of treating a patient and releasing him/her to follow up with their 
private physician. For example, a patient who becomes hypoglycemic (low blood sugar) 
will need glucose, either orally or intravenously. An EMS provider can assist by giving 
the patient the glass of sweet orange juice or an amp of D50 (glucose). The patient
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becomes well again and follows up with his/her private physician. As with the patient 
who was anxious about using her home oxygen, the diabetic patient also is spared the 
long emergency department wait and all the costs that accompany it. This also helps 
alleviate some of the over crowding in hospital emergency departments.
Finally, before the EMS Agenda for the Future was published, EMS providers 
generally became who they are and what they do as certain times called for specific 
needs. In other words, the roles of EMS systems and EMS providers had never been 
formally defined. It wasn’t until 1975 that the term “EMT-paramedic” was listed as a 
“bona fide emerging health occupation” by the American Medical Association 
Committee on Health Manpower (Rockwood, Mann, Farrington, Hampton, & Motley, 
1976). The dynamic and evolving health care system has helped develop some of the 
traditional roles of the emergency provider. It is that same dynamic system that is 
creating different and innovative ideas for healthcare in communities. The EMS Agenda 
for the Future addresses many of those issues and defines traditional and nontraditional 
roles for EMS providers and agencies. It includes many goals related to the traditional 
roles of the system and highlights the newer, expanded roles. Identifying and 
understanding attitudes among EMS providers about the Agenda is the foundation for 
potential improvement in the healthcare system. This study will contribute significantly 
to the EMS profession by exploring and determining attitudes of EMS providers today, 
and by providing information that can be used to develop educational programs and 
create policy that can help change the direction of the profession to be more integrated 
with the healthcare system.
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Significance concerning the Tripartite Model o f Attitudes
Another significant contribution lies in the testing of the Tripartite Model of 
Attitudes. Very few studies in the EMS profession use a theoretical framework as a 
foundation for their research (a theory is not mentioned in most publications). Also, in 
the literature of attitude-type studies, the Tripartite Model of Attitudes has not been used 
in the exploration of prehospital providers. This study will identify how much support 
can be given to each of three individual (affect, belief, and behavior) components’ 
contribution to the primary construct of attitude.
Relation to Urban Health Services
Health Problems in Urban Areas
It is estimated that over 80% of Americans live in US cities (Freudenberg, 2000). 
It is not uncommon to see the homeless living in cardboard boxes or the indigent living in 
overcrowded, government subsidized homes, leading to increased exposure to disease 
(Greer, 1996) where impoverished and unhealthy populations tend to cluster. Some of 
the more common health issues with city dwellers are more frequent incidences of 
pneumonia, tuberculosis, diabetes, infant mortality, and higher mortality rates from 
cancer and cardiovascular disease (Andrulis, 2000; Shalala, 1996). Several epidemic 
outbreaks in the past two decades, such as HIV and tuberculosis have affected the urban 
poor more frequently, and have given new challenges to public health prevention 
(Freudenberg, 2000).
Numerous other health and epidemic-related problems of urban populations exist. 
Children and adults living in low-quality housing have a sixfold increase of high blood 
lead level rates compared to middle-income children and adults who only show a twofold
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increase (Adler & Newman, 2002). Asthma is the most prevalent health issue among 
children in urban areas, usually due to the poor air quality from traffic and industry 
(Adler & Newman, 2002; Andrulis, 2000; Freudenberg, 2000). Illegal drug use, heroin 
and other injected drugs are more common in urban areas than in rural areas (Leviton, 
Snell, & McGinnis, 2000). Violent crimes occurred 3 times more in cities than in 
suburban counties in the 1990s (Andrulis, 2000). Youth who live in certain 
neighborhoods are more apt to witness a violent crime or become victims, and more 
people purchase guns to protect themselves, especially poor single mothers (Leviton et 
al., 2000; Wandersman, 1998). EMS may be called to respond and address any of these 
problems.
Access to Health Care in Urban Areas
Accessibility to the health care system remains challenging for many living in 
urban settings. Many of those who do not receive adequate care include inner city 
indigent populations, African Americans, Hispanics, and other groups who can’t afford 
insurance or medical services (Cohen & Northridge, 2000; Freudenberg, 2000). Even 
though health insurance is the primary barrier to access, other issues are problems with 
obtaining childcare, transportation, or prior negative experiences with the healthcare 
system (Ahmed et al., 2001; Houseman, Butterfoss, Morrow, & Rosenthal, 1997; Kiefe & 
Hyman, 1996). Many urban dwellers distrust physicians and the health care system, 
impairing use of health services and the believability of health promotion messages 
(Becher & Chassin, 2001; Leviton et al., 2000). Specifically, a lower level of trust exists 
among African Americans which may inhibit routine medical care, adhering to routines
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involving medications, and maintaining relationships with physicians (Boulware, Cooper, 
Ratner, LaVeist, & Powe, 2003).
The EMS Agenda for the Future implies unique roles for EMS providers when it 
comes to dealing with urban problems. First, EMS providers have an opportunity to do 
surveillance of potential epidemics as well as participate in caring for them. It has been 
identified that now, more than ever, is an important time to monitor and respond to both 
infectious and chronic diseases (Lurie, 2002). The improved recognition of potential 
disease outbreaks of vulnerable populations has also been addressed in Healthy People 
2010 (DHHS, 2000). EMS providers are consistently in the community and reach many 
who may not use health services often. Many citizens may call for help if they find 
themselves sick or injured, but many others will call in concern for the health or safety of 
a family member or friend. EMS providers enter people’s homes at a time when they are 
most vulnerable, and also get a chance to view their living environment. People seem to 
trust EMS workers readily, and may be more likely to follow their suggestions for 
seeking healthcare or taking other alternative options (Page, 2003). EMS providers may 
then become liaisons to other agencies such as social services, police, or other healthcare 
providers. Finally, in certain nonemergent moments when visiting a caller, EMS workers 
have a unique opportunity to give individual, special instructions or recommendations 
about the specific health or injury related issue for which they were called.
Limitations of the Study
As with any research, this study has some limitations. First, this study has an 
observational, cross-sectional research design. In other words, measurements of EMS 
providers’ attitudes about the EMS Agenda for the Future are taken only at one point in
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time. Also, the data collected will be self-reports. The researcher has made the 
underlying assumption that all participants will respond truthfully. In addition, only one 
attitudinal object, the EMS Agenda, was explored with only one population. However, 
the EMS Agenda is comprised of 14 attributes. Since data is collected on each attribute, 
it is possible to study each one individually to find factors that influence positive 
attitudes.
The survey instrument underwent a rigorous development process (see Chapter
3), but this project will be the first one to demonstrate its use. As with all new 
instruments, further refinements will be necessary. Such refinements will be helpful for 
future studies.
We live in a constantly changing, volatile health system where there is increased 
focus on terrorists, bioterrorism, and weapons of mass destruction. These issues and 
others may have an additional impact on EMS providers’ attitudes that may not have 
been considered in this study. Even though some demographic variables will be 
collected, it is impossible to investigate all possible influences on attitudes. There is an 
underlying assumption that all EMS providers have been exposed to our nation’s recent 
history; however, not to the same degree. Therefore, this study will be unable to establish 
a cause and effect relationship because of its cross-sectional design and the inability to 
identify all possible influences on attitudes.




The “Tripartite Model of Attitudes” is the theory used as the foundation for this 
study. It is perhaps the most common framework used for the study of attitudes (Eagly & 
Chaiken, 1993; Edwards, 1992). Even though others have expanded upon the Tripartite 
Model (Ajzen & Fishbein, 1980), the structures identified in the original model 
(Rosenberg et al., 1960) have provided a solid foundation for the study of attitudes, and it 
is still the most widely accepted model (Edwards, 1992). This chapter will 1) describe 
the theory and define key constructs within the theory; 2) identify how these constructs 
can be measured; 3) distinguish their relationships to each other; 4) give examples of 
former uses of the model; 5) discuss research involving attitudes in the EMS profession;
6) list the limitations of the published studies; and 7) summarize how this study will 
address those limitations.
Theoretical Framework
The Tripartite model of attitudes consists of several components. The primary 
construct, attitude, is the main concept in the theory and the focus for this study. Three 
additional constructs are affect, beliefs (or cognition), and behavior. According to the 
theory, combinations of these three constructs represent the primary components of 
attitude. The remaining constructs are the specific object upon which the attitude is 
focused, as well as any other antecedent or demographic variables that might contribute 
toward the primary construct.
The most noted concern within the literature was whether each of the three 
supporting constructs (affect, beliefs, and behavior) was independent of each other. In
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many studies, shared variance had occurred among the three (Breckler, 1983; Edwards, 
1992; Kothandapani, 1971a; Ostrom, 1969), indicating the possibility that only one 
construct was being measured. However, many studies declare that enough variance 
exists to proclaim that each component is an independent construct contributing to the 
primary construct of attitudes. The possibility of all three supporting constructs 
represented as one construct was found to be more probable when the attitude object is 
known to the participant of the study, and even more so if the participant has had direct 
experience with the object (Breckler, 1983; Ostrom, 1969). Rosenberg (1960) found that 
each individual had to maintain constant balance between the three constructs. In other 
words, one construct would reflect similar favor or disfavor as the other constructs. If 
one component should happen to change, then the other constructs would follow suit in 
order to maintain a consistent balanced attitude. For example, a person who does not 
believe in violent force (belief) and feels strongly that killing is wrong (affect), may 
protest a war (behavior). However, in the event of war, a person may attempt to gain 
consistency by feeling that future preservation of humanity (reason for war) is of utmost 
importance, coming to believe that force is the only means, and show support for the war. 
Even so, in most studies, three supporting constructs that could be classified as affect, 
beliefs or cognition, and behavior have emerged as independent constructs contributing 
toward the primary construct of attitude.
Constructs
Attitude
It has been said that the term attitude is “social psychology’s most distinctive and 
indispensable concept” (Pratkanis, Breckler, & Greenwald, 1989), yet it also seems to be
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
2 7
one of the most difficult to define. Attitude can be defined as a psychological tendency, 
and is measured by the degree to which one favors or disfavors a specific object (Eagly & 
Chaiken, 1993). Ajzen and Fishbein had a similar definition—“an index of the degree to 
which a person likes or dislikes an object” (Ajzen & Fishbein, 1980). Triandis 
proclaimed that an attitude was “an idea charged with affect, predisposing action” and 
consisted of belief, affect, and behavioral intentions toward an object (Triandis, 1977). 
Even though the definition of attitude somewhat varies among scholars, most seem to 
agree that attitude is an evaluative dimension toward a specific object (Ajzen & Fishbein, 
1980; Pratkanis et al., 1989). In other words, one evaluates an object to the point that 
he/she favors it or disfavors it. Thus, an attitude object is the item or issue toward which 
a person projects the evaluation.
The attitude object in this study is the EMS Agenda for the Future. The literature 
suggests that favorably evaluated objects have a tendency to result in behaviors that 
support the object upon which the attitude is focused (Breckler, 1983; Larsen, 1997). It is 
believed that positive attitudes toward the EMS Agenda for the Future would result in 
behaviors that reflect the future vision of the profession as depicted in the EMS Agenda 
for the Future. In contrast, behaviors that represent the future vision of the EMS Agenda 
will not be displayed (or displayed in a negative manner) if negative attitudes towards the 
Agenda exist. In this study, the three supporting constructs of affect, beliefs, and 
behavior will be measured individually in order to describe attitudes of EMS providers 
toward the EMS Agenda for the Future.
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Affect
Affect, one of the three supporting concepts of an attitude, is another term that is 
difficult to define, and on many occasions, is used interchangeably with the terms attitude 
and cognition (Breckler, 1983; Edwards, 1992). Affect (or affectation) can be defined as 
emotions, feelings, or a mood or temperament, and is generally associated with a 
particular attitude object (Edwards, 1992; Larsen, 1997). Some have described affect to 
be an emotional response similar to a gut reaction, one without logical assessment of 
advantages and disadvantages (Breckler, 1983; Garimella, 1999). Still others suggest that 
affect is formed from the values associated with the perceived attributes of a specific 
attitude object (Edwards, 1992).
As mentioned, affect is often confused or used interchangeably with cognition, 
knowledge, or beliefs. According to Edwards (1992), affect is not only influenced by 
what is known about the attitude object, but also by the experience (or inexperience) one 
has had with the object. In addition, affect is associated with a level of strength to which 
the beliefs are held about the object, and can be strongly influenced from the cognitive 
processing of the object. Edwards believes that affect has received disproportionate
emphasis to cognition in studies using the Tripartite Model (Edwards, 1992). In other 
words, most studies address the beliefs/cognition component of attitudes and very few 
discuss the affect component. She also states that “affect must be recognized as a vital 
and complex component of most, if not all, attitudes, often varying independently of 
cognitive processes” (Edwards, 1992, p. 24)
Affect can be ascertained by measuring physiological responses associated with 
the sympathetic nervous system such as heart rate (Breckler, 1983; Eagly & Chaiken,
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semantic differential scales or verbal reports of feelings or moods (Breckler, 1983; 
Edwards, 1992). In this study, the investigator will obtain a general feeling about each of 
the 14 individual attributes in the EMS Agenda for the Future through verbal responses 
with the use of a semantic differential scale. According to the Tripartite theory, there will 
be a direct correlation between affect and the other two supporting constructs of beliefs 
and behavior.
Beliefs
Literature reveals that the term belief is often used interchangeably with cognition 
and knowledge when speaking about the Tripartite Model (Larsen, 1997). Beliefs can be 
defined as linkages or associations of thoughts to the attributes of an object (Ajzen & 
Fishbein, 1980; Eagly & Chaiken, 1993). Cognition is the perception and 
conceptualization of an attitude object and is acquired through information processing 
and learning processes (Larsen, 1997). Edwards summed the cognitive component as a 
“constellation of ideas, beliefs, and knowledge about an attitude object” (Edwards, 1992). 
Measures for the construct of affect and belief are often the same. However, “cognition 
and affectation are regarded as independent, parallel functions that interact” (Payne, 1992 
in Larsen, 1997, p. 54). As with affect, beliefs can be measured with verbal evaluative 
responses (Breckler, 1983) and can range from extremely positive to extremely negative 
(Haddock, Zanna, & Esses, 1994 in Trask, 1999; Eagly & Chaiken, 1993). In this study, 
verbal responses are ascertained on a continuum about each of the 14 attributes in the 
EMS Agenda for the Future. Collectively, beliefs about each individual attribute will 
contribute to either a positive or negative attitude toward the EMS Agenda for the Future.
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Behavior
Behavior is the tendency to perform a specific action when confronted with a 
specific object or a certain circumstance (Edwards, 1992; Garimella, 1999). It is 
generally measured as an evaluative response to an object. Often the researcher observes 
the overt actions displayed by the person exposed to the object (Eagly & Chaiken, 1993; 
Larsen, 1997). However, verbal responses of behavioral intention to perform or not to 
perform a specific act have also been documented as good predictors of overt behavior 
(Ajzen & Fishbein, 1980; Breckler, 1983, 1984; Kothandapani, 1971b; Shrigley, 1990). 
As with affect and beliefs, behavioral measures are located on an evaluative dimension, 
ranging from extremely positive to extremely negative (Eagly & Chaiken, 1993; Larsen, 
1997). Since previous literature has reported strong support of consistency among the 
three components (i.e. one component such as belief is a strong predictor of the 
remaining two components, affect and behavior) (Eagly & Chaiken, 1993; Edwards,
1992; Larsen, 1997), the outcomes of the affect and beliefs measures should also be an 
indication of behavior. ,
The behavior component of the Tripartite Model is measured indirectly in this 
study. Respondents chose an option from a list that described their current practices as 
related to each attribute in the Agenda. One option included the respondent’s intention to 
perform the behavior within the next year. Also, an opportunity to write an optional 
comment to further describe their responses was provided. Therefore, current behaviors 
or behavioral intentions toward (or away from) the goals of the EMS Agenda for the 
Future will be substituted as indirect measures of behavior. Based on the theory, affect 
and beliefs are related to measures of behavioral intentions.
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Previous studies using the Tripartite Model
Nine studies using the Tripartite Model were found during the review of 
literature. Six of the studies related to health care. Full support for the Tripartite Model 
was found in five studies and partial support was found in two studies. The two 
remaining studies only measured the components affect and beliefs / cognition. A table 
with a summary and findings of the studies using the Tripartite Model is displayed in 
Table 2.1.
The Ostrom and Kothandapani Studies
Two of the earliest studies using the Tripartite Model were performed by Ostrom 
(1969) and Kothandapani (1971). Both studies were very similar to each other in that 
both underwent extensive creation of four types of verbal measures (Thurston, Likert, 
Gutman, and Gilford)1 for each of the three supporting components. Ostrom performed 
three independent surveys with undergraduate students enrolled in an introductory 
psychology class (n= 81, 99, and 189) and collected data through the use of research 
booklets with all included measures (Ostrom, 1969). The attitudinal object was the 
chinch, chosen for its commonness among people. It was thought that most people are 
exposed to the church in some form at a young age and begin to develop beliefs and 
behaviors concerning the attitudinal object. The results of the study demonstrated a 
distinction between all three components in that each possessed a unique variance not 
shared with the other two. No specific attitudes about the church were reported.
1 Thrustone Scale is the method of equal-appearing intervals; Likert Scale is the method of summated 
ratings; Guttman Scale is a scalogram analysis; and Gilford is a self-rating scale.
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Kothandapani collected data through an interview process from 452 low-income 
married Negro women living in public housing about their use of contraception 
(Kothandapani, 1971a). Information was collected from both, users and nonusers of birth 
control. The interviews were conducted by trained female Negro interviewers in which 
each statement item was read to the participant and recorded by the interviewer. 
Participants were chosen from every third household (the first household was selected 
randomly), and the adjoining households were used if the chosen household did not 
contain a qualified respondent. The interview process lasted 1 Vi hours and each 
participant was paid $1 as a token of appreciation.
The results of the study confirmed the tripartite classification of attitude by 
providing unique variances among affect, belief, and intention-to-act using a multitrait- 
multimethod analysis. Kothandapani also noted that intention-to-act was the best 
predictor of behavior since the person “is committed to act in a specific manner” when 
he/she agrees with the statement (Kothandapani, p. 332). In other words, Kothandapani 
determined that the intention to use contraception was a better predictor of actual 
contraceptive behavior than either the affect or belief measures. Other than collection 
methods, the primary difference between the Kothandapani and Ostrom studies was that 
Ostrom used a homogeneous attitudinal object (church) with a homogeneous population 
(students) while Kothandapani used a more controversial attitudinal object (use of 
contraception) with a heterogeneous population (users and nonusers). Finally, 
Kothandapani concluded that the most sensitive method to distinguish between the three 
components was the use of the Thurstone scale. The Likert and Guttman methods 
provided moderate sensitivity between the three components.
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The Breckler Study
Breckler tested the constructs within the theory through three separate approaches 
(Breckler, 1983). First, Breckler reanalyzed the data in the previous Ostrom (1969) and 
Kothandapani (1971) studies. It was determined that there were high correlations 
between the three supporting constructs of attitudes, yet all three emerged as distinct 
factors—affect, beliefs, and behavior. It was also suggested that higher correlation 
among factors existed if subjects had previous experience with the attitude object.
Second, Breckler conducted his own study using snakes as the attitude object. 
Some measures were self-reported, some were with pictures of snakes, and some were 
taken when a live snake was presented in front of the participant. The study included 
four measures for affect and three measures for beliefs/cognition and for behavior.
Affect was measured by 1) obtaining a heart rate, 2) using a mood adjective checklist to 
obtain a positive affect, 3) using a mood adjective checklist to obtain a negative affect, 
and 4) using a Thurstone interval scale. Behavior was measured by 1) a Thurstone scale 
for behavior, 2) the distance a participant stated he/she would approach each pictured 
snake, and 3) the number of steps a participant would take in a sequence when presented 
with a live snake. Cognition was measured by 1) a Thurstone scale for beliefs, 2) a 
semantic differential scale of evaluative dimensions, and 3) written thoughts in the 
presence of a snake. The final results concluded strong support for the Tripartite Model 
with each of the support constructs (affect, beliefs, and behavior) emerging as separate 
factors.
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Finally, the third phase of Breckler’s study was similar to the second, but assessed 
participant’s prior experience with the attitude object (snakes) by collecting measures of 
behavioral intention (BI), past behavior (PB), attitudes toward a specific act of behavior 
(AACT), and how a participant would behave based on subjective norms (SN). It was 
concluded that greater consistency among attitude factors existed with those who had had 
prior experience with the attitude object, even more so with direct prior experience. With 
the exception of the subjective norm measure, Breckler also concluded that all verbal 
measures of behavior were reasonable alternatives to assess the behavior component of 
attitude.
The Van de Ven. Bornholt & Bailey Study
Support for the Tripartite model was also found when exploring prejudicial 
attitudes and behaviors toward lesbians and gays (Van de Ven, 1996). Researchers 
surveyed 97 undergraduate (ages 18-44) and 40 high school students (ages 14 or 15) 
using confirmed reliable instruments for all three components—cognate (Modified 
Attitudes Toward Homosexuality Scale), affect (Affective Reactions to Homosexuality 
Scale), and behavior (Homophobic Behavior of Students Scale). In addition to the 
questionnaire and cover letter which was distributed during lecture time, some 
respondents volunteered to participate in activities included in the HBSS (behavior scale) 
that took the form of presented petitions, individual and small group discussions, 
watching a videotape, a whole class discussion, and an informal lunchtime meeting and 
barbecue. Correlations among variables were found to be the highest between 
homophobic behavior and homophobic cognition (r = .78), and less with homophobic 
affects, anger (r = .66) and guilt (r = .38). (Researchers used a 3-factor structure of
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affect—homophobic anger, homophobic guilt, and delight). Reliability of the Tripartite 
model was exceptionally high with internal consistency of all three components. Overall 
it was noted that even though some of the factors were closely related, there was 
justification for a multidimensional measurement model.
The Watson Study
Another study used the Tripartite model while comparing self-reports of affective, 
cognitive, and behavioral components of attitude about communication between stutterers 
and nonstutterers (J. B. Watson, 1988). Twenty-five institutions in twelve states and four 
Canadian provinces distributed the “Inventory of Communication Attitudes” to 76 
clinically diagnosed stutterers. Eighty-one nonstutterers were students from two 
universities who also distributed packets among friends and family members who 
volunteered to participate. Nonstutterers mailed their packets to the investigator.
Average age for stutterers was 32.81 years (range 18 -  71.17) and 35.03 years (range 18 
-  73.83) for nonstutterers. Fifty-seven men and 19 women in the stutterers group had an 
educational range from 10th grade to 6 years of graduate studies, while 57 men and 24 
women completed the 12th grade and up to 9 years of graduate work.
The Inventory of Communications Attitudes was comprised of four response 
scales which included an affect scale -  ratings of feelings of enjoyment/hate about 
speaking in designated situations, a behavior scale -  ratings of one’s speech skills in 
various situations, and two cognitive scales (J. B. Watson, 1988). One cognitive scale 
ascertained ratings of one’s perceptions of how most people feel about speaking in 
certain situations; the other collected ratings on one’s perceptions of most people’s 
speech skills in specific speaking contexts. A fifth scale was included to gather
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frequencies between stutterers and nonstutterers, and accompanied the rating scales for 
39 speaking situations which also contained 13 situational subscales. The results 
distinguish between three factors, however, it appears that only two components of the 
Tripartite model emerged. In this study, the components of affect and behavior (reports 
of self-enjoyment and self-skill) loaded as one factor. The other two factors were beliefs 
about others’ feelings while speaking in 13 types of situations, and others’ perceptions of 
how well others speak. Several other findings among stutterers and nonstutterers 
revealed that they both can be differentiated from each other using the Inventory of 
Communications Attitudes ratings instrument.
The Edwards Study
Edwards emphasizes the importance of the component of affect in the Tripartite 
Model of Attitudes, and asserts that affect had been misunderstood in past studies 
(Edwards, 1992). Edwards posits that the limitation of previous studies was the use of an 
attitude object that was already familiar to the participants, in which the attitude had 
already been formed, usually due to belief. In other words, the true measure of affect had 
already happened and couldn’t be captured in the lab experiments. Edwards continued 
her research by performing 4 independent studies dealing with 1) Chinese ideographs, 2) 
a fictitious beverage, 3) a picture of a person, and 4) Jurors’ attitudes toward a 
corporation. The author selected attitude objects in which participants would be exposed 
to something new and had no formation of attitudes. The studies focused on which 
component, affect or cognate, would have the greater influence on persuasion. In each 
study, an attitude was induced through either affective means first or cognitive means 
first. Then Edwards attempted to change the attitude through an affective means of
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persuasion or a cognitive means of persuasion, depending on how the participant was 
initially exposed. Edwards concluded that the manner in which a person is exposed to the 
attitudinal object first has the greatest impact on forming the initial attitude. Also, it was 
learned that affect-based attitudes were more likely to change with affective persuasion 
than by cognitive persuasion, and greater confidence is expressed with affect-based 
verses cognition-based attitudes.
The Farley & Stasson Study
Another study that found affect to be very influential in the formation of attitudes 
was the Farley and Stasson study that explored the domain of blood donation (Farley & 
Stasson, 2003). Two hundred and sixty-four students were randomly assigned to two 
groups and given a questionnaire that asked one question about past donation behavior, 
five questions that used semantic differential scales, four behavioral intention items, and 
one global attitude question. The questionnaire to both groups was the same except 
either an affective condition or cognition condition was introduced through the 
instructions in the semantic differential scale section. One group of participants was 
asked to focus on how they feel about blood donation and the other group was asked to 
focus on how they thought about blood donation when they rated these items.
The results of the study supported the Tripartite Model of Attitudes. It was 
learned that affect played a major role in that it was significantly correlated with the 
global measure of attitude. Also, the affective condition (induced in the instructions of 
the semantic scale items) was more highly correlated with behavioral intentions than the 
cognition condition. However, even though the previous experience of donating blood 
(defined as donating more that once) was also more highly correlated with the affective
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
38
condition than with the cognition condition, this only occurred in the affective instruction 
condition. In other words, it was determined that direct experience did not significantly 
increase the attitude-behavior consistency even though correlations were in the predicted 
direction. Overall, the authors concluded the findings suggest that feelings or emotions 
tend to be more related to general attitudes than beliefs.
The Trask Study
The Trask study was one of several studies applied specifically to health services 
research (Trask, 1999). This study only partially supported the tripartite model of 
attitude formation when the author attempted to assess the importance of the affective 
and cognitive components of attitudes toward the elderly. One reason for and ultimate 
concern of the study was that negative attitudes toward the elderly might produce limited 
support for health and social services at a time when the elderly population is becoming 
larger.
Participants included 56 young adults (ages 17 -  31) and 56 older adults (ages 50 -  
87). Four measures were collected in the study, including general attitudes, stereotypes, 
affect, and symbolic beliefs. Four target groups were identified (male and female 
individuals between the ages of 18 and 25, and male and female individuals between the 
ages of 65 -  74). Each participant randomly received a booklet that assessed one of the 
four target groups. As a measure of general attitudes, participants were asked to rate their 
“overall evaluation” of their target group (indicated in their booklet) by using an 
evaluation thermometer labeled 0° -  100° with specific descriptions for every 10th degree 
(0° was described as “extremely unfavorable” and 100° was described as “extremely 
favorable”). Next, participants were also asked to describe stereotypes of their target
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group by listing characteristics or short phrases. Participants rated the valance of each 
characteristic on a 5-point scale as “very negative” (-2) to “very positive” (+2), then 
indicated the percentage of typical group members (of their target group) that possessed 
each characteristic.
The affect and symbolic belief measures were collected in a similar procedure 
used to collect stereotype measures. Participants listed feelings or emotions they had 
when they saw, met, or thought about a typical member of the target group (affect), and 
they also listed values, customs or traditions that they believed were blocked or facilitated 
by a typical group member (symbolic belief). A list of values for reference was included 
to help with this section. As with the measure of stereotypes, participants then rated the 
valence of each characteristic on a 5-point scale for both affect and symbolic belief 
measures, and indicated the percentage of typical group members that characterized each 
listed characteristic.
Results confirmed that only the construct of affect was a significant predictor of 
attitudes toward the elderly target group when the variables of stereotypes, emotional 
responses, symbolic beliefs, age of target and age and gender of the participant were used 
in the model. No significant predictor variables emerged with the younger target group. 
Behavior was not measured in this study.
The Garimella Study
Another study relating to health services consisted of the attitudes and knowledge 
of physicians toward female victims of spouse abuse (Garimella, 1999). Physicians from 
several practice areas (obstetrics/gynecology, psychiatric, emergency, and family 
practice) in an urban health system were given an author-modified version of the
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Healthcare Provider Survey on Domestic Violence (the survey was modified to include 
all measures in the Tripartite Model). A 51% response rate (76 participants) included 
primarily Caucasian (90%), married (88%) males (72%) with an average age of 44. All 
components of the Tripartite Model were measured, using verbal statements of behavior 
as the behavior measure.
The author concluded that the study only partially supported the Tripartite Model 
of Attitudes. It was noted that there was internal consistency (Cronbach’s alpha was 
more than 0.60) among the three constructs (affect, beliefs, and behavior), but certain 
antecedent variables were influential in determining statistically significant positive 
attitudes among physicians. Physician specialty was the strongest predictor, being 
statistically significant in 5 out of 10 domains that were measured (p. 140). Other 
antecedent variables that influenced attitudes were race, age, gender, marital status, years 
of experience, work site, known a victim and knowledge. The author concluded that 
physicians’ beliefs were the strongest support among the three concepts that represent the 
construct of attitude.
Summary o f  studies usine the Tripartite Model o f Attitudes
Nine research studies were explored that used the Tripartite Model of Attitudes. 
All but one noted that the three supporting constructs of attitudes (affect, beliefs and 
behavior) were unique, independent constructs with individual variances. The Watson 
study found that affect and behavior loaded as one factor when exploring attitudes toward 
communication among stutterers and nonstutterers. It appears that mixed results exist as 
to which of the three supporting constructs predict attitudes. Two studies declared affect 
(Farley & Stasson study, and the Trask study), and two studies found that belief /
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cognition best correlated with behavior (Van de Ven, Bomholt & Bailey study) or were 
the strongest support of attitudes (Garimella study). Finally, two studies noted that 
higher consistency existed among variables (Breckler study) and positive attitudes 
occurred (Farley & Stasson study) with prior experience with the attitude object. A 
summary of studies using the Tripartite Model of Attitudes can be found in Table 2.1.












Table 2.1 Summary of Studies Using the Tripartite Model of Attitudes
Studv Attitude Object SamDle SuDDortsModel Findings
Ostrum, T.M. (1969) Church 3 sets of undergraduate students (n = 81, 99, & 189)
+ •  3 distinct variables w/unique variances
Kothandapani, V. 
(1971) Contraception use
Low-income, married, Negro women 
living in public housing (users vs. 
nonusers) (n = 452)
+
•  3 distinct variables
•  “intention to act” was a better predictor of 
behavior than affect or belief
Breckler, S.J. (1983) Snakes
2 sets of undergraduate students 
(to fulfill a course requirement) 
(n=  138 & 114)
+
• 3 distinct variables
• Greater/Best consistency among 3 factors 
w/prior experience to attitudinal object
Van de Ven 
Bomholt 
Bailey (1996)
Homosexuals Undergraduate (n = 97) & High school students (n = 40)
+
•  Highest correlation between behavior and 
cognition (beliefs); less with affect
•  Justified multidimensional model
Watson (1988) Communication Stutterers (n = 76) & Nonstutterers (n = 81) Partial
•  Affect & behavior (self-enjoyment and 







1) & 2) Female undergraduate
students (n = 65 & 112)
3) Male students (n = 42)
4) Undergraduate students assuming 




•  Initial exposure (via affect or belief) has 
greatest impact on attitude formation
Farley
Stasson (2003) Blood Donation Students (n = 264)
+
• Affect was more highly correlated 
w/behavioral intentions than cognition
•  Previous experience was in the predicted 
direction, but not statistically significant
Trask, T.F. (1999) Elderly
Young adults (ages 17-31) (n = 56) 




•  Affect was significant predictor of 
attitudes toward the elderly
Garimella, R. (1999) Spousal Abuse 4 types of physicians (ot/gyn, psych, emergency, family practice) (n = 76) Partial
•  Beliefs were the strongest support of 
attitudes
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Previous studies related to EMS providers’ attitudes
There was only one known empirical study that related to the current study 
(Rinaca et al., 1999). A computerized search of Info Track, Medline, and Proquest was 
able to produce only a limited number of relevant empirical studies that explored EMS 
providers’ general attitudes. A manual search through two prominent professional 
journals, Prehospital Emergency Care2 and Prehospital Disaster Management,3 uncovered 
six studies that explored EMS providers’ attitudes in the United States. A seventh article 
was found in review of other literature. None of the studies mention the specific use of a 
theory.
The Virsinia EMS Agenda for the Future Study
The study that most resembles the current study was an investigation of attitudes 
about the EMS Agenda for the Future in Virginia (Rinaca, Elnitsky, & Brown, 1999). 
Researchers used a similar 5-point, Likert-type survey instrument (a modification of this 
survey is used in the current study) to explore the relationship of attitudes about the 
Agenda with age, gender, race, education, region of residence, level of certification, work 
status and having read the Agenda. In addition, levels of agreement were compared 
among the 14 attributes.
This study, which had a 47% response rate, had several interesting findings.
There was a negative relationship between age and level of agreement; as age increased, 
level of agreement (or overall attitude toward the EMS Agenda) decreased (p = 0.003).
2 Volumes searched in Prehospital Emergency Care were from January 1997 (the journal’s inception) 
through March 2003.
3 Volumes searched in Prehospital Disaster Management were from July 1993 (Vol. 8) through January 
2003 (Vol. 18).
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Second, the higher certification level (EMT-paramedics) had higher scores of agreement 
than other certification levels (p = 0.000). Third, EMS providers that worked in 
volunteer EMS agencies had lower agreement scores than providers that worked for paid 
agencies (p = 0.04). Finally, positive attitudes of agreement with the vision existed 
among those EMS providers who had read the EMS Agenda for the Future (0.000). At 
that time, one year after its dissemination, the study determined that only 10% of 
respondents had read the Agenda.
The study also revealed the specific attributes with which providers had the most 
positive attitudes. From the 5-point Likert-type scale (labeled 1 -  5), the highest levels of 
agreement were with the attributes “legislation and regulation” (4.03), “evaluation”
(3.86), and “medical direction” (3.78). The attributes to which providers agreed the least 
were “integration of health services” (2.56), “information systems” (2.98), and 
“prevention” (3.0). The attributes of legislation and regulation, evaluation, and medical 
direction were considered to be a part of the foundation of EMS systems and spoke to 
traditional roles of EMS providers. In contrast, the attributes of integration of health 
services, information systems, and prevention were considered more as an emerging 
direction for EMS providers and agencies, and did not resemble traditional roles. 
Therefore, it was concluded that Virginia EMS providers were more likely to have the 
most positive attitudes toward those traditional roles of the profession.
The Paramedic Skills Study
During the revision period of the National Paramedic Curriculum (which was 
based on the EMS Agenda for the Future as one of three components), Pollock, Brown, 
and Dunn, surveyed EMS providers to rate the importance of 21 paramedic skills (North
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Carolina Board of Examiners in Polick, Brown and Dunn, 1977), and if the perceived 
importance corresponded with the emphasis of teaching those skills in initial and 
continuing education (Pollock, Brown, & Dunn, 1997). Researchers distributed 1,364 
surveys to 41 agency directors who then distributed the surveys among paramedics within 
their agencies. Paramedics’ attitudes toward 21 listed skills were obtained from three 
separate scales: 1) emphasis placed on that skill in their initial education; 2) emphasis 
placed on that skill in their continuing education; and 3) the perceived importance of the 
skill in prehospital care delivery. Each was a 5-point scale with a rating choice from 0 -  
4, 0 having no importance and 4 having the most importance. A 44% return rate from 31 
agencies revealed the three highest ranked skills were 1) endotracheal intubation; 2) 
defibrillation; and 3) assessment. All skills were ranked relatively high (3 or 4) except 
for urinary catheterization (received a 0 in all three questions) and nasogastric intubation 
(received a 2 in all three questions). The skills of splinting and urinary catheterization 
were ranked higher in initial education than the perceived importance as a field 
intervention. Intraosseous infusion ranked higher in continuing education. Overall, EMS 
providers ranked the skills delivered in the prehospital setting higher than the emphasis 
on the initial or continuing education that they received.
The EMS System Quality Study
The Greenberg study obtained paramedics’ perspectives about what constitutes 
quality in EMS (Greenberg et al., 1997). One hundred two paramedics (73%) in a large 
municipal EMS system were given a 45-minute presentation on total quality management 
(TQM), and then assigned to focus groups. Approximately 20 paramedics were in each 
TQM presentation group (for a total of five separate sessions), then further divided into
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discussion, the entire group of 20 reconvened for further discussion. Paramedics were 
able to identify 18 quality indicators of an EMS system and 17 recommendations as to 
how to measure the proposed indicators. Five indicators of the 18 were suggested at all 5 
sessions: 1) job satisfaction; 2) timeliness of care; 3) patient satisfaction; 4) quality of 
training; and 5) public confidence in the system. It was suggested that these quality 
indicators and recommendations, developed by the front-line EMS workers, would be 
useful in developing future TQM programs in other EMS systems.
Job Satisfaction Study #1
Job satisfaction is another area in which paramedics’ attitudes have been 
explored. In a large, urban EMS system, paramedics participated in focus groups and 
informal interviews to identify potential factors of global job satisfaction (Bowron & 
Todd, 1999). A 21-item, 4-point survey was developed (14 items representing 
satisfaction and 7 demographic questions), and distributed to 90 EMTs and paramedics. 
A 57.3% response rate disclosed that 11% were extremely satisfied, 29% were very 
satisfied, 45% were satisfied, and 15% of the respondents were not satisfied. Univariate 
analysis identified that the quality of training, quality of physician interaction and career 
choice (became an EMS provider as their chosen profession, i.e. they are paid and not 
volunteers) were associated with global job satisfaction. Multivariate analysis identified 
only career choice (p = 0.005) and quality of physician interaction (p = 0.05) as 
contributors to global job satisfaction.
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Job Satisfaction Study #2
Another job satisfaction study explored factors contributing to job satisfaction and 
attitudes toward job performance among public-agency and private-agency paramedics 
(Federiuk, O'Brien, Jui, & Schmidt, 1993). The Michigan Organizational Assessment 
Questionnaire, a five-point Likert-type scale, was used to measure satisfaction. Six 
additional items were created to measure participants’ work experiences, and another four 
items measured attitudes toward the job performance of male and female paramedics. 
Volunteer participation from paramedics attending a regional inservice produced a 97.5% 
response rate, but 42 were excluded for various reasons. Only one female from a public 
agency responded which also could not be included in the study. A total of 64 males 
from the public sector (mean age of 35.4), 90 males from the private sector (mean age of 
32.5), and 41 females from the private sector (mean age of 31.5) participated in the study. 
Analysis included Pearson correlations and ANOVA with the Newman-Keuls post-hoc 
test to identify differences among groups.
Results revealed that fire-based (public) paramedics (all male) had the highest 
“total job satisfaction” (4.19 out of 5), followed by private-based male paramedics (3.12), 
then private-based female paramedics (2.88). Fire-based paramedics scored significantly 
higher in all three scales (intrinsic, extrinsic, and social rewards satisfaction) measured by 
the Michigan Organizational Assessment Questionnaire. Privately-based females 
reported less satisfaction with the way they were treated by colleagues than the other two 
groups. In the area of job performance, it was learned the respondents (particularly fire- 
based paramedics) reported beliefs that females don’t perform as well as males on the 
job. However, it was noted that the created 4-item scale involved biased questions. The
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two items dealing with males were positively worded, and the two statements 
representing females were negatively worded (Federiuk et al., 1993). Demographic 
variables age, race/ethnicity, level of education, or length of time on the job did not 
contribute to job satisfaction.
The AED Program Study
The Lemer study explored the attitudes, opinions, and concerns about their 
automated external defibrillation (AED) program among first responder firefighters 
(Lemer, Hinchey, & Billittier, 2003). A survey was conducted in one municipal fire 
department, and included first responders who had been certified in AED for at least two 
years. Among demographic variables, researchers inquired about number of years of 
service with the fire department, level of training, the number of times each participant 
personally applied an AED, their comfort level using the device, and their definition of 
“dead on arrival.” A 92% response rate (n = 686) indicated that two-thirds of the 
respondents were very comfortable using the AED while only 3% were very 
uncomfortable. Even though the median revealed that most firefighters applied the AED 
twice (range = 1 -  30), 24% had never applied it at all. The primary reason for not 
applying the AED was the ambulance arrived soon enough (72%). Other reasons 
included the ambulance arrived first (63%), the patient was DO A (61%), or the patient 
had a Do-Not-Resuscitate order (32%). Eighty-one percent of the respondents correctly 
identified one clinical finding that defines DO A. Almost all respondents were in favor of 
continuing the program (99%) because they felt it saved lives.
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The DNR Study
Another study compared opinions / attitudes between prehospital providers and 
medical control physicians about what treatments should be done on patients who have 
“do not resuscitate” (DNR) requests in the prehospital setting (Shelton, Kaczmarek,
Finch, DesChamps, & Silk, 2002). A survey was constructed that included two items. 
The first question asked about treatments and medications to be given during 
transportation of a DNR patient. Twenty-three procedures and medications were listed in 
which each respondent could answer “administer”, “withhold”, or “not sure.” The 
second question asked about receiving additional education on EMS DNR. A 
convenience sample of 153 EMS providers attending a state symposium completed the 
survey. Surveys were mailed to all medical control physicians (MCP) in the state and 
45.8% of the physicians responded. A stepwise logistic regression revealed some 
statistically significant differences in the opinions between the two groups of medical 
control physicians and EMS providers about what should be done for DNR patients.
EMS providers responded “not sure” to administering the drug Atropine in bradycardic 
patients (p = 0.015), and either “administer” or “not sure” about giving the drug 
Dopamine in hypotensive patients (p = 0.034). Additionally, with clinical significance 
being defined as a difference between the two groups of 10%, 4 treatments were 
identified. Those were 1) giving epinephrine for anaphylaxis (MCP 72.1% vs. EMS 
85.7%); 2) using a bag-valve-mask (MCP 14.3% vs. EMS 33.6%); 3) inserting a 
nasopharyngeal or oropharyngeal airway (MC 26.2% vs. EMS 49.0%); and 4) initial use 
of a cardiac monitor (MCP 58.1% vs. EMS 77.0%). It was also noted that EMS 
providers would like additional training in this area.
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Summary o f previous studies related to EMS providers’ attitudes
A very limited number of studies exist concerning exploration of EMS providers’ 
attitudes. Likewise, the attitudinal objects of skill importance, EMS system quality, job 
satisfaction, an AED program, and a DNR policy are limited in their scope, and were 
measured in a limited environment such as in one agency and in one or two types of EMS 
systems. One study explored 31 different EMS agencies with a large sample size (n = 
599) (Pollock et al., 1997), and only one study actually explored EMS providers’ 
attitudes about the EMS Agenda which also had an acceptable sample size (n = 473) 
(Rinaca et al., 1999).
Even though none of the studies mention the use of a specific theory, some 
constructs of the Tripartite Model of Attitudes could be detected. In addition, none of the 
studies made specific reference to any of the 14 attributes in the EMS Agenda (except for 
the EMS Agenda study), yet all but one study could be linked in some way to one or 
more attributes. A summary of the studies related to EMS providers’ attitudes and their 
findings is located in Table 2.2.
It is anticipated that the current study will have similar results to the previous 
EMS Agenda study in the areas explored. That is, higher attitude scores will be found in 
the younger, paid, higher-certified EMS providers who have been exposed to the EMS 
Agenda. The current study will also explore other areas of interest that may influence 
EMS providers’ attitudes such as the EMS system type, and the type of community in 
which the provider practices. Most prominently, this study will include a much larger 
geographic region and have the largest sample size of any study exploring EMS 
providers’ attitudes.



























in 1 state 
(n = 473) 
(RR = 47%)
* All 14 Agenda 
attributes 
** Beliefs
** Previous exposure 
w/attitude object
• As age increased, level of agreement decreased
• Higher certification level (EMT-P) agreed more
• Paid (vs. volunteer) providers agreed more
• Those who had read the Agenda agreed more
• Agreement was higher for traditional attributes (Legislation and 
Regulation, Evaluation, & Medical Direction)
• Less agreement with nontraditional attributes (Integration of Health 















* Education Systems 
** Beliefs
• Highest ranked skills were intubation, defibrillation, and assessment
• All skills ranked high except urinary catheterization & nasogastric 
tube insertion


















• Identified 18 quality indicators through focus groups
• 5 of 18 were unanimous within 5 groups (job satisfaction, timeliness 
of care, patient satisfaction, quality of training and public confidence 
in the system











attending a state 
symposium 
(n = 153) 
Medical control 




* Legislation & 
Regulation
* Education Systen.s
• Some differences between the 2 groups about what should be done 
for DNR patients
• Differences in 4 treatments: giving epi for anaphylaxis, using the 
BVM, inserting an airway, & cardiac monitor use

























Paramedics in a large 
metropolitan area 




• Developed a 21 item survey (14 satisfaction; 7 demographic)
• 11% extremely satisfied; 29% very satisfied; 45% satisfied; 
15% unsatisfied
• Univariate: quality of training, quality of physician 
interaction, & career choice were associated w/global job 
satisfaction
• Multivariate: career choice & quality o f physician interaction 








Paramedics in a 
public (fire-based) 
and private EMS 
systems (n = 195)
** Beliefs
• Fire-based paramedics (all male) had highest “total job 
satisfaction”
• Privately-based females were less satisfied w/treatment by 
colleagues
• Viewed that females did not perform as well as males
• Age, race, education level, or length of job time did not 











* Clinical Care 
** Affect
** Behavior 
** Previous exposure 
w/attitude object
• 2/3 of respondents very comfortable using AED; 3% were 
uncomfortable
• 24% had never used the AED due to various reasons: arrival 
o f ambulance (72%), ambulance arrived 1st (63%), DOA 
(61%), or DNR (32%)
• 81% correctly identified 1 clinical finding of a DOA
• Almost all favored continuing the AED program
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Studies exploring antecedent / demographic variables
Antecedent variables are those compounding factors that may contribute, or 
possibly displace results and conclusions. Since there was virtually no research 
emphasizing antecedent variables as they relate to the Tripartite Model and only one 
publication that explores EMS providers’ attitudes towards the EMS Agenda, literature 
featuring “job satisfaction” for the following antecedent variables was explored. It was 
decided that the concept of job satisfaction most resembled the similarities of this project 
in that the EMS Agenda proposes traditional and nontraditional professional roles for 
EMS providers and EMS agencies in general, and that providers’ attitudes would 
ultimately reflect satisfaction, or lack thereof, in those roles. Also, it has been reported 
that job satisfaction is associated with patterns of behavior at work (Motowidlo, 1984 in 
Bowron & Todd, 1999).
Age
Literature that reviews age and job satisfaction reports mixed results. Several 
found no relationship between the two when exploring paramedics, and full-time 
employees of the police and fire departments, (Duffy, Shaw, & Ganster, 1998; Federiuk 
et al., 1993; Fogarty et al., 1999). Connolly (2000) found that job satisfaction was 
stronger in employees under the age of 39 when reviewing 27 articles for a meta-analysis, 
but noted that it was not statistically significant (Connolly & Viswesvaran, 2000). When 
surveying regional offices of a federally funded social service organization, Snyder 
(1991) reported a significant relationship between age and job satisfaction among social 
workers, case technicians, and clerical workers in which older employees were more 
satisfied (Snyder & Mayo, 1991). However, no statistical significance existed among
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district directors or program supervisors. Yoder (1995) reported that age, length of 
service and number of years experience positively correlated with job satisfaction, 
professionalism, and intent to stay among military staff nurses (Yoder, 1995).
Hochwarter (2001) advises that tenure should be measured when exploring the 
relationship between job satisfaction and age since there are reports of significant 
correlations between age and tenure (Hochwarter, Ferris, Perrewe, Witt, & Kiewitz,
2001). Finally, Rinaca et al. (1999) found a negative relationship between age and 
agreement with the EMS Agenda; as age increased, attitudes toward the EMS Agenda 
became less positive (Rinaca et al., 1999).
Gender
As with age, the literature reports mixed results between the relationship of 
gender and job satisfaction. Several research studies report no statistically significant 
differences between males and females when it comes to job satisfaction (Duffy et al., 
1998; Fogarty et al., 1999; Mason, 1995; Witt & Nye, 1992). Even Rinaca et al. (1999) 
found no relationship between gender and EMS providers’ attitudes about the EMS 
Agenda (Rinaca et al., 1999). Federiuk et al. (1993) reported that female paramedics 
working in a private-agency were significantly less satisfied then male paramedics 
working in a fire department (Federiuk et al., 1993). However, a bias was noted when the 
statements representing the variable “attitudes toward job performance of male and 
female paramedics” were negatively written for female paramedics and positively written 
for male paramedics. Finally, Sousa-Poza & Sousa-Poza (2000) explored general gender 
differences among 21 nations and found that women reported high job satisfaction in 8 
nations, but the difference was greater than 5% in only 4 nations (US, Great Britain,
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Hungary, and New Zealand) (Sousa-Poza & Sousa-Poza, 2000). Gender will be further 
explored in this study.
Race
From the literature reviewed, only the Federiuk study mentioned above reported 
results dealing with race and found no statistically significant relationship between race / 
ethnicity and job satisfaction (Federiuk et al., 1993). However, in the previous Rinaca, 
Elnitsky, and Brown study (1999), Caucasian EMS providers (96%) were 
disproportionate to all other races in one specific state. It was deemed important to 
explore the nationwide workforce distribution regarding race in this project.
Education and Level o f  Certification
Limited studies were found that explored the relationship between job satisfaction 
and level of education. Most studies focused on a different target variable and included 
education level as a potential covariate. Witt, Andrews and Kacmar (2000) noted a weak 
relationship between education and expressions of job satisfaction when exploring 
participation in decision-making (PDM) among 1251 public sector workers (Witt, 
Andrews, & Kacmar, 2000). When investigating the relationship between age and job 
satisfaction, Snyder and Mayo (1991) reported that age accounted for variance 
considerably beyond gender, education and position tenure (Snyder & Mayo, 1991). 
Cumbey and Alexander (1998) found that registered nurses with diploma degrees had 
higher job satisfaction than RNs associate’s, bachelor’s or master’s degrees, although not 
statistically significant (Cumbey & Alexander, 1998). There were no statistical 
differences found in the previous exploration of EMS providers’ attitudes toward the
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EMS Agenda with education (Rinaca et al., 1999). However, that study only represented 
one state. A nationwide sample was collected in this study.
Certification indicates the level of training / education of the provider in the EMS 
profession. In general, three levels of EMS certification exist.4 The Emergency Medical 
Technician -  Basic (EMT -  B) learns basic first aid skills, the Emergency Medical 
Technician -  Intermediate (EMT-I) acquires advanced first aid skills such as medication 
administration, and the Emergency Medical Technician -  Paramedic (EMT-P) is the 
advanced level of knowledge with better developed critical thinking skills. Rinaca et al. 
(1999) reported that EMT-Ps were statistically more likely to have positive attitudes 
towards the EMS Agenda than EMT-Bs or EMT-CTs (cardiac technician was the 
intermediate level at the time of the study) (Rinaca et al., 1999). Certification level and 
its effect on EMS providers’ attitudes were explored in this study.
EMS Resion. State/Zip Code. Population o f  the Community. Response Area Type
The sample explored regional areas to identify where the stronger and weaker 
attitudes towards the specific domains (attributes) of the EMS Agenda were located. In 
addition, this study looked at urban health problems and services. Therefore, 
populations of the communities where EMS providers served helped determine urban 
areas. Three variables collected were 1) population of the community, city, or township 
served; and 2) type of response area -  urban, suburban, or rural; and 3) the EMS 
provider’s state, further categorized into a region as defined by the National Association 
of State EMS Directors (NASEMSD Members, 2003).
4 The EMS profession is working toward having national standard certification levels that would be 
recognized by all states. Generally, at the time of this research, each state decides “certification name” and 
the training / education that accompany each certification level.
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EMS System and Response Type
An EMS system can be one of five primary types. These include volunteer, fire- 
based, third municipal system, hospital-based, or a private system. Volunteer systems are 
generally consistent with small towns and primarily rely on donations from the 
community. Third municipal EMS systems are one of three separate public safety 
divisions (the other two are fire and police). Most fire-based and third municipal EMS 
systems are found in metropolitan areas and are financed by citizens’ income taxes. 
Hospital-based systems are EMS providers who respond to emergencies from hospitals 
and are financed through hospital and insurance means. Private EMS systems are those 
that may provide interfacility transport services (examples are hospital to hospital, or 
home to physician’s office), or may be contracted by a local government to provide 
emergency services to the community. Generally, most EMS systems are primarily one 
of the five types; however, variations and combinations of these types also exist.
In addition to the EMS system type having a potential influence on EMS 
providers’ attitudes toward the EMS Agenda, the type of EMS responses may also have 
an impact. Some EMS agencies respond to emergencies and transport the patient to a 
medical facility, and some do not transport. Other EMS agencies schedule transportation 
for non emergencies. Therefore in this study, the survey participant is asked which of the 
following best defines his/her agency. Possible answers are 1) emergency services / 
transportation to an emergency facility; 2) emergency services / responders, but do not 
transport; 3) nonemergent transports, such as interfacility and prescheduled, and 4) a 
combination of emergent and non emergent transports.
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Primary Role. Experience, and Exposure Levels
Even though most EMS providers work as clinicians in emergency response 
situations, some may work as clinicians in a hospital (or other medical setting), or 
provide nonemergent transport services only. In addition, other providers may serve in 
the capacity as administrators or educators. Coincidently, the EMS Agenda was written 
primarily for EMS administrators and their agencies (personal communication, Susan 
McHenry & Jeffrey Michaels, November 2002) as an implementation strategy.
Therefore, this study explored differences in attitude levels among different EMS 
provider roles.
In addition to the capacity (or role) in which an EMS provider works, the level of 
experience and exposure to EMS activities may influence differences in attitude levels 
about the EMS Agenda among providers. Rinaca et al. (1999) reported that paid EMS 
providers were more likely to agree with the concepts of the EMS Agenda than those that 
volunteered (Rinaca et al., 1999). In this study, respondents are asked the number of 
years as an EMS provider and their work status of volunteer, part-time or full-time. 
Information about the level of routine exposure is also collected by asking respondents 
the average number of hours worked as an EMS provider in a week, the amount of EMS 
responses per month, and the total number of EMS responses by the agency last year.
A few studies explored the capacity of work role, time in a job, and organizational 
tenure. Mitchell (1994) found no significant relationship between work role (and work 
role values) and job satisfaction among nurses (Mitchell, 1994). Federiuk et al. found no 
significant relationship between job satisfaction and the amount of time (experience) in 
the job among EMS providers working in a fire-based and private EMS system. Bowron
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(1999) found similar results with EMS providers working in a hospital-based EMS 
system (Bowron & Todd, 1999). As previously mentioned, Snyder and Mayo found 
higher job satisfaction among older employees working in the roles of social worker, case 
technician or clerical worker, but no relationship was found with district directors or 
program supervisors (Snyder & Mayo, 1991). Others who have found significant 
relationships between organizational tenure / organizational commitment and job 
satisfaction suggest that this finding may be also related to age (Martin & Bennett, 1996; 
Snyder & Mayo, 1991).
Previous experience with the EMS A2enda for the Future
There are at least three levels that EMS providers may have had previous 
experience with the EMS Agenda: 1) no awareness about the EMS Agenda; 2) 
awareness / knowledge about the Agenda; and 3) having read the EMS Agenda. Even 
though only 10% of the respondents had read the EMS Agenda one year after its 
dissemination, Rinaca, Elnitsky, & Brown (1998) noted a statistically significant 
difference in positive attitude levels from those who had read the Agenda.
Summary o f studies exploring antecedent/ demographic variables
Antecedent / demographic variables were explored in studies measuring job 
satisfaction in addition to the only empirical study relative to the current study. Job 
satisfaction was thought to be an acceptable alternative for the literature review since 
aspects of the EMS Agenda resemble professional roles with which EMS providers 
would either be satisfied or not satisfied.
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Mixed results were found among several of the demographic variables, 
particularly with age and with gender. When exploring EMS providers’ attitudes in the 
previous EMS Agenda study, significant relationships were noted with age, certification 
level, the role of being a paid provider, and previous exposure to the Agenda. In contrast, 
no relationships were found with gender, race, and education level. A summary of the 
studies exploring antecedent / demographic variables can be located in Table 2.3.












Table 2.3 Summary of Studies Exploring Antecedent / Demographic Variables








• Rinaca, Elnitsky, & 
Brown (1999)
EMS providers in 1 state 
(n = 473; RR = 47%) Yes
• Rinaca et al: Negative correlation—as age /h attitudes 
toward the EMS Agenda for the Future 4'.
• Connolly & Viswesvaran: Stronger job satisfaction if less 
than 39 years old.
• Snyder & Mayo: Statistically significant relationship for 
social workers, case technicians and clerical workers ( ^  
job satisfaction among older workers), but no relationship 
for district directors and program supervisors.
• Yoder: (CDR = Career Development Relationships); Age 
significantly correlated with job satisfaction in the CDR 
group verses the non-CDR group (no direction given).
• Federuik, O’Brien,
Jui, & Schmidt (1993)
Paramedics in a public (fire- 
based) and private EMS 
systems (n = 195)
No
• Connolly &
Viswesvaran (2000) Meta-analysis of 27 articles Yes
• Snyder & Mayo 
(1991)
Regional social service 
offices (n = 57) Yes
• Yoder (1995) 2 groups of nurses (n = 390; RR = 66.4%) Yes
• Duffy, Shaw, & 
Ganster (1998) Fire & police department employees (n = 181) No
• Hochwater, Ferris, 
Perrewd, Witt & 
Kiewitz (2001)
Professional nonteaching & 
research employees at a lg. 
southeastern university 
(n = 753; RR = 37.2%)
No
Race • Federuik, O’Brien,Jui, & Schmidt (1993)
Paramedics in a public (fire- 
based) and private EMS 





















• Rinaca, Elnitsky, & 
Brown (1999)
EMS providers in 1 state 
(n = 473; RR = 47%) No
• Sousa-Poza & Sousa-Poza: Women have higher job 
satisfaction in 8 nations; difference is greater than 5% in 
the US, Great Britain, Hungary, & New Zealand.
• Federuik et al.: Private-based female paramedics were 
less satisfied than males in private-based or public / fire- 
based EMS system. (No fire-based females were 
measured).
• Duffy, Shaw, & 
Ganster (1998)
Fire & police department 
employees (n = 181) No
• Mason (1995)
Consulting company of 
managerial and clerical 
workers (n=  13,574)
No
• W it&Nye (1992) Meta-analysis of 30 samples No
• Bowron & Todd 
(1999)
EMTs and Paramedics in a 
large metropolitan area 
(n = 52; RR = 57.3%)
No
• Sousa-Poza & 
Sousa-Poza (2000)
Workers in 21 Nations 
(n = 15,324) Yes
• Federuik, O’Brien, 
Jui, & Schmidt 
(1993)
Paramedics in a public (fire- 
based) and private EMS 
systems (n = 195)
Yes
• Hochwater, Ferris, 
Perrewe, Witt & 
Kiewitz (2001)
Professional nonteaching & 
research employees at a lg. 
southeastern university 





















• Witt, Andrews & 
Kacmar (2000)
Public sector employees 
(n =  1251; RR = 59.5%) Yes • Wit et al: Very weak difference among demographic variables, including education.
• Snyder & Mayo: Age contributes toward job satisfaction 
much more than education
• Diploma RNs have highest job satisfaction (not 
significant)
• Snyder & Mayo 
(1991)
Regional social service 
offices (n = 57) Yes
• Cumbey & Alexander 
(1998)
Public health nurses 
(n = 838; RR = 50.6%) No
Certification
Level
• Rinaca, Elnitsky, & 
Brown (1999)
EMS providers in 1 state 
(n = 473; RR = 47%) Yes
• EMT-Paramedics had higher positive attitudes toward the 
EMS Agenda for the Future than EMT-Bs and EMT-CTs.
EMS Svstem 
Type
• Federuik, O’Brien, 
Jui, & Schmidt 
(1993)
Paramedics in a public 
(fire-based) and private 
EMS systems (n = 195)
Yes
• Fire-based paramedics (males) were more satisfied than 






















• Rinaca, Elnitsky, & 
Brown (1999)
EMS providers in 1 state 
(n = 473) Yes
• Rinaca et al.: Under work status, paid EMS providers 
were more likely to have positive attitudes toward the 
EMS Agenda than volunteer EMS providers.
• Snyder & Mayo: Older social workers, case technicians 
and clerical workers were more satisfied; no statistical 
relationship existed in the roles of district director or 
program supervisor.
• Yoder: (CDR = Career Development Relationships); 
Length o f service and years of experience significantly 
correlated with job satisfaction in the CDR group verses 
the non-CDR group (no direction given).
• Mitchell (1994) Nurses (n = 258; RR = 33.5%) No
• Federuik, O’Brien, 
Jui, & Schmidt 
(1993)
Paramedics in a public 
(fire-based) and private 
EMS systems (n = 195)
No
• Bowron & Todd 
(1999)
EMTs and Paramedics in a 
large metropolitan area 
(n = 52; RR = 57.3%)
No
• Hochwater, Ferris, 
Perrewe, Witt & 
Kiewitz (2001)
Professional nonteaching 
& research employees at a 
lg. southeastern university 
(n = 753; RR = 37.2%)
No
• Snyder & Mayo 
(1991)
Regional offices of a 





2 groups of nurses (CDR 
and non CDR)




the EMS Aeenda 
for the Future
• Rinaca, Elnitsky, & 
Brown (1999)
EMS providers in 1 state 
(n = 473; RR = 47%) Yes
• Those that had read the EMS Agenda were more likely to 
have positive attitudes.
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Limitations of Previous Research
The Tripartite Model of Attitudes is one of the oldest and most fundamental 
theories for the exploration of attitudes; yet limited studies have been done, using a 
limited number of topics. The current study not only adds to the body of literature to 
support (or not support) the Tripartite Model, but uses an attitudinal object and a 
population never explored. Also, rigorous validity and reliability procedures have been 
followed with its developed instrumentation (see Chapter 3) so that improvements upon 
previous studies could be made.
Among EMS studies that relate to the exploration of attitudes of EMS providers, 
none appear to use a theoretical model for its foundation. This is the first study to 
explore and describe EMS providers’ attitudes using the Tripartite Model of Attitudes. 
Also, all but one study reviewed (Pollock et al., 1997) were taken from local populations. 
This is the first study to explore attitudes from a large geographic region. This study not 
only describes the current climate of the EMS Agenda for the Future among the nation’s 
EMS providers, but contributes to the body of literature involving the exploration of 
attitudes.
One study (Rinaca et al., 1999) particularly relevant to the current study had some 
specific limitations that the current study has addressed. In addition to using a theory as 
its foundation, this study also measures each component of the construct of attitudes 
(affect, beliefs, and behavior). This measurement of individual constructs of attitudes 
was not included in the original study. It also includes additional demographic 
dimensions and, as mentioned, a much larger geographic region.




This chapter discusses the procedures used in this study. It includes the research 
design, development of the survey instrument, description of the sampling frame, data 
collection techniques, and the statistical methods used. The direction of the research 
hypotheses were generated from previous research related to attitudes, specifically from 
the results of a previous related study, and from the Tripartite Model of Attitudes. The 
procedure for protection of human subjects is also discussed.
Research Design
An observational, cross-sectional research design was used to identify EMS 
providers’ attitudes about the EMS Agenda for the Future and to test the Tripartite Model 
of Attitudes. A researcher-developed survey instrument was used to collect data on each 
of the three constructs (affect, beliefs, and behavior) that represent the primary construct 
of attitudes within the theory. The survey also collects demographic data and data on 
other agency characteristics (i.e., EMS system type). With assistance from each 
participating state’s EMS director, a database that consisted of a random, nation-wide 
selection of potential participants was formed to represent the current workforce of EMS 
providers. Based on rates of return from initial mailings, EMS providers of the North 
Midwest Region were chosen as the sample population.
The Survey Instrument
The survey is a 95-item instrument divided into four sections, incorporating all 
constmcts in the Tripartite Model of Attitudes (Appendix B). Forty-eight items measured
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the construct of beliefs, 14 items measured the construct of affect, 15 items measured the 
construct of behavior, and 18 demographic questions were asked. The sections for 
beliefs and affect were each independently averaged for a mean score that created 
individual summary measures for the construct attitude in each of the EMS Agenda 
attribute categories. Six items of the behavior section measured individual activity, 
whereas the remaining 9 items measured activities by the EMS agency (6 items), dispatch 
center (2 items), or the general EMS system (1 item). A detailed list of all statement 
items measuring beliefs (section 1) for each specific EMS Agenda attribute is located in 
Appendix C. Appendices D and E are summaries of affect (section 2) and behavior 
(section 3) items as they represent each attribute. A collective measure consisting of the 
affect, belief and behavior items for each individual attribute can be found in Appendix F. 
A detailed description of all collected variables is discussed later in this chapter.
The development of the survey instrument occurred in two different time periods. 
The measure of beliefs was constructed and validated in an earlier research study (Rinaca 
et al., 1999). Sections measuring “affect” and “behavior” in the survey were constructed 
and validated as part of this study. This involved the recruitment of two expert panels, 
one that assisted in making some minor modifications to the original “beliefs” section 
and one that assisted in the development of affect and behavior measures. A list of both 
expert panel members is located in Appendix G. Following the expert panel reviews, 
personnel from an urban fire-based EMS system participated in the process to test a 
component of the reliability of the survey instrument. The final survey was then piloted 
in four states. The following is a description of the steps taken in the development of 
each section of the survey instrument.
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Beliefs Scale
The scale to measure beliefs was constructed and validated in the Fall of 1997, 
one year after the publication and dissemination of the EMS Agenda for the Future. In a 
previous research study, the survey instrument was piloted in Virginia, with a sample size 
of 473 participants (response rate = 47%) (Rinaca et al., 1999). The internal consistency 
of the belief scale was 0.89 (Cronbach’s alpha). Measures of affect and behavior were 
not included in the original study. The 1997 survey was a 42-item, five-point Likert-type 
scale, in which three statement items represented each of the 14 attributes. In this study, 
the beliefs scale has been expanded to 48-items. The development process for the 
measure of beliefs is as follows.
Preliminary Phase. After reevaluating the initial survey instrument following its 
pilot, many of the initial statement items were reconstructed to better measure beliefs in 
this project. During this phase, each statement item was closely evaluated for reading 
level, ambiguity, double-barreled questions, jargon, value-laden words, and length of the 
statements (Streiner & Norman, 1995). With the assistance from participants in a 
measurement development college course, several suggestions led to minor changes of a 
number of statement items. Double-barreled statement items were the predominate 
problem addressed. Overall, these refined statements became more clear and readable.
Phase 1. After improving the readability of the statement items, construct validity 
was obtained with the use of an expert panel that consisted of the twelve authors of the 
EMS Agenda for the Future. Packages were mailed to each member, and contained a 
cover letter, a self-addressed stamped envelope, and a questionnaire with the revised 
statements from the preliminary phase. Each of the fourteen attributes was listed as a
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heading, followed by the three revised statements that were developed to represent the 
specific attribute. The authors were asked the question “How much does each of the 
following statements represent the intended attribute?” and given the following rating 
scale:
1—This statement / item does not represent an aspect of the attribute. A better 
statement would be:
2—This statement / item represents an aspect of the attribute, but needs 
improvement. A better way to write this item would be:
3—This item represents an aspect of the attribute.”
A space for comments followed each statement.
Seven of twelve participants from the expert panel returned the initial survey 
containing the revised statements from the preliminary phase (response rate = 58%). (A 
list of the participating expert panel is located in Appendix G). There were a total of 
eighty-four comments made to thirteen attributes. No comments were listed under the 
attribute Education Systems. Six respondents answered the entire survey, while one 
expert responded only to the attribute which he/she authored. From the forty-two revised 
statements (three statements for each attribute), there were 47 (20%) “1” responses (This 
statement does not represent an aspect of the attribute), 51 (21%) “2” responses (This 
statement represents an aspect of the attribute, but needs improvement), and 140 (59%) 
“3” responses (This statement represents an aspect of the attribute). Comments written 
by the authors for any specific item were used to improve that statement, or create new 
statements for consideration in Phase 2. Results of Phase 1 (and the remaining phases) 
can be found in Appendix H.
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Phase 2. This phase consisted of a second questionnaire distributed to the expert 
panel in which they were to choose the three best statements from a list of statements that 
represented each individual attribute. Before this phase began, an internal consistency 
coefficient using Cronbach’s alpha was calculated for each of the 14 attributes from the 
Virginia pilot study to evaluate how much each “domain” (attribute) exclusively 
represented the “vision” (depicted in the EMS Agenda of the Future). Cronbach’s alpha 
measures internal consistency reliability, or the degree to which subparts measure the 
same characteristic (Polit, Beck, & Hungler, 2001; Portney & Watkins, 2000). In other 
words, the greater the Cronbach’s alpha coefficient, the more cohesive the statement 
items represented the specific attribute.
In preparing the next questionnaire for the expert panel, either two, three or four 
additional statement items were developed and added to the list of the original three 
statement items for each attribute. The number of additional statements depended on the 
individual attribute’s calculated alpha coefficient. For example, since the higher 
Cronbach’s alpha coefficient indicates greater cohesiveness among statement items, only 
two additional statements were added (for a total of five) if the coefficient was 0.60 or 
higher. Conversely, if the internal consistency within an attribute was less cohesive (a 
lower calculated alpha), more questions were provided on the questionnaire for that 
specific attribute. The questionnaire instructed each expert panel member to choose the 
three best statements that represented the intended attribute. Table 3.1 represents the 
calculated Cronbach’s alpha for each attribute and the number of additional statements 
developed. The additional statements were created from the bulleted “Summary
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Recommendations” of the EMS Agenda for the Future which can be reviewed in 
Appendix A.
Table 3.1 Guide for Creating Additional Statement Items
If the Cronbach’s Alpha was: Created this many additional statement items:
.60 - .76 2 (+3 original)
.40 - .59 3 (+3 original)
.17-.39 4 (+3 original)
The next step involved sending the second questionnaire to each member of the 
expert panel. As in phase 1, a package containing a cover letter, the questionnaire and a 
self-addressed stamped envelope was mailed to each of the panel members. Again, each 
attribute was listed as a heading, followed by five to seven statements that represented 
each individual attribute (the three original statements plus the additional 2, 3, or 4 
statements, based on the attribute’s calculated alpha as mentioned above). Participants 
were asked to “select the 3 statements that, collectively, best represent the intended 
attribute.”
In both phases 1 and 2, a follow-up package was sent to the expert panel which 
contained the same items as the first mailing (the cover letters were slightly changed). 
This yielded an additional one to three returns in both phases. Again, seven of twelve 
members of the expert panel participated in phase 2 (response rate = 58%). However, 
one expert from phase 1 did not participate in phase 2 (reason is unknown), and one 
additional expert participated in phase 2 who initially did not participate in phase 1.
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Overall, the expert panel had chosen a total of 24 (57%) of the original, revised 
statements. Half of the attributes (7) had two of the original (revised) statements chosen, 
while one original statement represented the intended attribute in four other attribute 
categories. None of the original statements were chosen under the attribute Clinical 
Care; three new statements were developed for that attribute category.
There was a tie for the choice of the third statement in four of the attribute 
categories. It was decided that if the author/expert of that specific attribute had chosen 
one of the two tied statements, then the author’s chosen statement would represent the 
third statement of that attribute in the survey. This method was used for the attribute 
Communications Systems. However, since the author/expert had not chosen one of the 
tied statements for attributes Medical Direction and Evaluation, this method was not 
useful to decide the third statement. So the additional fourth statement was added to 
represent each of those two attributes.
Finally, deciding the best statements to represent the attribute Public Access was 
the most difficult. Two statements (one original and one new) had the most votes, and 
were clear choices to represent the attribute. However, there was a 5-way tie of two votes 
each for the remaining five statements. Due to the lowest Cronbach’s Alpha calculation 
(0.17), it was decided that all seven statements should represent this attribute. Adding the 
additional 4 statement items from the attribute Public Access and one additional 
statement item from each of the attributes Medical Direction and Evaluation changed the 
original 42-item survey instrument to an improved 48-item survey instrument. The 
results from Phase 2 can be found in Appendix H.
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Phase 3. This phase of development evaluated test-retest reliability of the survey 
instrument. Reliability is the extent to which the instrument is consistent and free from 
error (Portney & Watkins, 2000). Test-retest reliability is the consistency of repeated 
measures over time (Echtemach & Rothstein, 1993). The final revised 48 statements 
from phases 1 and 2 were listed on two separate surveys in a 5-point Likert-type format, 
with each survey having a different random order.
EMS providers from an urban-based fire department were asked to voluntarily 
participate in phase 3. The first survey was distributed during an EMS inservice to those 
volunteering to participate. The survey included a cover letter, reinforcing voluntary 
participation and indicated that this survey was one of two surveys in a two-part research 
process. Approximately two to four weeks later, the second survey was given to each of 
the participants that volunteered to take the first survey. Each participant wrote an 
individual four-digit number or code in the upper right comer of the first survey and 
repeated the process by writing the same number on the second survey. This would allow 
the researcher to match the responses of the first survey to the second without revealing 
the participant’s identity. A colleague known to the participants handled the data 
collection. Spearman’s correlation was used to analyze test-retest reliability.
During the test-retest phase, twenty-three respondents answered the first survey, 
and seventeen respondents participated in the second round (response rate = 74%). 
However, confirmation of only fifteen matched surveys was made because some 
participants had forgotten their 4-digit code. (It was important to match surveys so that 
the same group’s scores were being measured). Also two cases were excluded because of 
missing data. Each survey calculated a total score by adding each response to every
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statement for a total score. Spearman’s correlation was used to analyze the total scores of 
both surveys. A correlation coefficient of 0.52 was obtained. There was no statistically 
significant difference between the total scores of each survey, signifying the existence of 
consistent repeated measures (scores) over time which established test-retest reliability. 
Results from Phase 3 can be found in Appendix H.
Affect and Behavior Scales
The measures for affect and behavior were constructed approximately two years 
following the development of the belief measures. First, draft statements were created. 
Statements were derived from the recommendations of the 14 attributes in the EMS 
Agenda for the Future (Appendix A). One statement item for each section (affect and 
behavior) was created to represent each attribute based on the attribute’s list of bulleted 
recommendations. Four attributes {Human Resources, Clinical Care, Communication 
Systems, and Public Access) had similar recommendations to other attributes. Therefore, 
the draft statement for those attributes was created from one bulleted recommendation for 
both affect and behavior.
Statements representing the measures for affect were constructed in a semantic 
differential scale (Ajzen & Fishbein, 1980; Heise, 1970; Lemon, 1973; Mueller, 1986; 
Portney & Watkins, 2000; Remmers, 1954; Streiner & Norman, 1995; Triandis, 1971). 
Participants were asked how they felt about each statement. Each statement was followed 
by a semantic differential scale with the terms “very negative” and “very positive” at the 
endpoints, and the term “indifferent” in the center of the scale. Seven blanks were given 
to allow the participant to project his/her feelings by applying an “X” in one of the seven 
blanks between the two endpoints.
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Statements representing the measures for behavior were constructed in a multiple 
choice format. Instructions for the multiple choice part were to “choose the answer that 
best describes your situation.” Most choices following the statement items included a) 
Yes; b) Not yet, but I plan to in the next year; c) No, but other responders in my agency 
do; and d) No, neither I nor my agency participates. (Some choices were slightly 
modified, depending on the style of the statement item). A small space was provided 
after each question for any optional comments.
Phase 1. A second expert panel was recruited to review the developed statements 
for the affect and behavior sections and to obtain content validity. A different expert 
panel from the expert panel used for the development of the beliefs section was chosen to 
gain a fresh perspective of the statement items and how they related to each attribute. In 
addition, all but one expert were current EMS providers, more clearly representing this 
study’s intended population. One of the members of the expert panel had a background 
of instrument development and methodology. Each of the other experts had over 20 
years experience as EMS clinicians. One expert practiced in a volunteer EMS system 
while another worked as a paid provider in a fire-based EMS system. Two other experts 
were both instructors and supervisors in a fire-based system, and another was the director 
of a regional council in one state. All expert panel members were very familiar with the 
EMS Agenda for the Future. A brief biography of the expert panel is located in 
Appendix G.
A packet of materials was mailed to each member of the expert panel. The packet 
included an affect measures questionnaire, the behavior measures questionnaire, the 
recommendations of the 14 attributes from the EMS Agenda to be used as a guide, and
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samples of the proposed survey that participants would ultimately complete. The packet 
also included a self-addressed manila envelope with paid postage. On a scale from 1 to 
10, each expert was asked to rate “how well does the statement represent the intended 
attribute?” (“1” was a low representation while “10” indicated the statement represented 
the attribute well) for both questionnaires. A space was provided for any suggestions to 
change or improve the current statements.
Five of the six members of the expert panel participated in completing and 
returning the questionnaires (response rate = 83%). Averages for the attribute ratings 
ranged from 7 (.Legislation and Regulation) to 9.5 (Prevention) on the affect 
questionnaire and from 7.4 (Education Systems) to 9.6 (Medical Direction) on the 
behavior questionnaire. There were a total of 27 comments under 12 of the 14 attributes 
from the affect questionnaire, and a total of 23 comments under all 14 attributes from the 
behavior questionnaire. No specific comments were made for the attributes Education 
Systems and Evaluation in the affect questionnaire. Consideration of all comments from 
the affect and behavior questionnaires were taken into account with changes made to 
improve the survey.
Phase 2. The next step was to obtain test-retest reliability. The revised statements 
for affect and behavior were listed in a two-section questionnaire and dispersed among a 
sample of 34 EMS providers working in an urban, fire-based EMS system. A cover letter 
was included with the questionnaire, explaining the two-part research process and that 
participation was voluntary. The second questionnaire was given approximately two 
weeks later to each of the participants that volunteered to take the first survey. Each 
participant wrote an individual four-digit number or code in the upper right comer of the
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first survey and repeated the process, by writing the same number, on the second survey. 
Again, this would allow the researcher to match the responses of the first survey to the 
second without revealing the participant’s identity. A colleague known to the 
participants handled data collection. Thirty out of thirty-four respondents participated in 
the second round (response rate = 88%). Confirmation was made on the matching codes 
for all thirty, and no cases were excluded due to missing data.
A total affect score was derived by adding each response of every statement. 
Spearman’s correlation was used to analyze test-retest reliability for affect. A correlation 
coefficient of 0.79 was obtained, providing substantial test-retest reliability.
Since the section measuring behavior was constructed in a multiple choice format 
that generated nominal level data, a hand calculation was made to determine the 
percentage of answers that were the same in both surveys. The average number of same 
responses was 71%, ranging from 50% to 100%. Evaluation of each individual statement 
item revealed that Clinical Care had the highest percentage of same answers (93%), 
while Information Systems was the attribute that had the lowest percentage (54%).
Further review by the dissertation committee led to the development of a second 
statement item for the attribute System Finance. Therefore, a total of 15 statement items 
representing the 14 attributes became the final measures for behavior.
Pilot Study o f  the Survey Instrument
After completion of the experts’ comments and assessment of test-retest 
reliability, all sections of the instrument were combined. The resulting sections were: 
section 1 -  the measure of beliefs; section 2 -  the measure of affect; section 3 -  the 
measure of behavior; and section 4 -  demographic data (Appendix B). Four states,
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representing each of the four main census regions of the United States (Northeast, 
Midwest, West, and South) (Energy Information Administration, 2003), were initially 
chosen to pilot the survey with three EMS agencies in each state, identified through 
internet exploration, whose members would be the participants.
First, all agencies were called and asked if they would like to participate in the 
pilot study. Second, after the twelve participating EMS agencies had been identified 
(three agencies in the four selected states), a package containing ten survey packets was 
sent to a contact person. That person dispersed the ten survey packets among EMS 
providers in his/her agency. The survey packet contained a cover letter, the 8-page 
survey, and an addressed manila envelope with prepaid postage. The cover letter 
explained that this study was a pilot to a future, similar study, and mentioned that 
participation was voluntary. As an incentive, the cover letter also stated that a $1.00 
donation would be given to the EMS National Memorial Service for every returned 
survey. The packet also contained an addressed, stamped postcard. The postcard 
thanked the respondent for participating, and requested the respondent to write their 
agency name and state in the provided blanks. It was also requested that the respondent 
mail the postcard separately when he/she had completed and mailed the survey. This 
would let the data collector know which participants returned their surveys, without 
linking survey responses to individuals, for the purpose of conducting an additional 
mailing of the survey for those who had not responded.
Finally, a total of 52 surveys were returned (response rate = 43%). The majority 
of the responses came from white (96.2%) males (75%) with the average age of 40.46 
years (range 19-71). Most had the certification level of paramedic (77%), and the
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average years of experience was 16 (range 1-31). Descriptive statistics and frequencies 
from the data were reviewed. Minor changes in the demographic section of the survey 
were made. Frequency results were sent to each of the participating agencies and can be 
found in Appendix I. Variables were further refined after the primary study sample was 
collected and their frequencies analyzed. A description of the final variables and the 
refinement process is discussed later in this chapter. A copy of the final survey 
instrument in located in Appendix B.
Human Subjects Review
After the development and acceptance of the survey instrument, the next step was 
to seek review and approval of the proposed research methods from the University’s 
committee on human subjects. The Human Subjects Committee at Old Dominion 
University met on January 20, 2003 and granted approval for the study (Appendix J). It 
was understood that all names and addresses of EMS providers would be forwarded to 
the principal investigator and remain in her possession only. Also, the mass mailing (and 
follow up mailings) to EMS providers is specifically for the purposes of this study. (In 
other words, there are no constraints to future studies using the collected data, but there 
would be no collection of additional data without prior approval from the Human 
Subjects Committee). No linkages can be made between names / addresses and the 
responses of potential participants who were randomly selected to receive surveys.
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Sampling / Data Collection Methods
The sampling frame consisted of the initial construction of a database that 
included a nationwide representation of EMS providers. This process involved obtaining 
the support of several professional organizations and the assistance of each state’s EMS 
director. From the constructed database, surveys were sent to randomly selected EMS 
providers in each state.
The first step in creating the nationwide database of EMS providers was to 
request the assistance of a facilitator from the National Highway Traffic Safety 
Administration (NHTSA) in processing a sample. NHTSA was instrumental in 
producing and promoting the EMS Agenda for the Future. A letter requesting written 
support for the project was sent to 22 professional organizations. An example of what 
their letter of written support may resemble was included with the letter. A copy of the 
letter to the professional organizations and the sample letter is included in Appendix K. 
Susan McHenry (the NHTSA facilitator) coauthored 2 of the letters to the professional 
organizations that had the most involvement in developing the Agenda. From the 22 
requests, twelve responses were received in which 11 professional organizations agreed 
to support this project. A note of thanks was sent to each of these organizations.
The next step was to identify and send a letter to each state’s EMS director 
requesting their assistance in the project. The letter described the nature of the project 
and asked the EMS director to forward a random sample of 500 names with addresses of 
EMS providers currently certified in their state. A list of professional organizations that 
gave written support for the study and a short 1 -page questionnaire was also included 
with the letter. The brief questionnaire asked each state’s director to identify the number
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of EMS providers in his/her state, a description of the data base that he/she used, how the 
sample was selected, and contact information. A sample copy of the letter sent to each 
EMS director and the questionnaire can be found in Appendix L.
The researchers decided to do an initial distribution of the letters to one group of 
EMS directors to evaluate the type of response that may follow. Six states were chosen 
that represented each of the four large census regions (Northeast, Midwest, West, and 
South) (Energy Information Administration, 2003). After the letters were sent, a follow- 
up phone call was made to those directors who did not initially respond to the request. 
Four of the six returned their samples of EMS providers certified in their state to the 
principal investigator. It was then decided to distribute the remaining letters to the other 
44 states and the District of Columbia. These were done in five groups of nine in order to 
better manage the data and follow-up phone calls. All 51 EMS directors responded and 
50 agreed to participate in the study. A list of participating states and a summary profile 
of every state EMS directors’ responses to the questionnaire is located in Appendix M.
Next, based on the returned questionnaire responses and information within some 
of the states’ databases, calculations were made to identify the stratified sample size for 
each participating state. The sample size selected was 5,000. Since some states (Hawaii 
and the District of Columbia) had an extraordinary low number of EMS providers, it was 
decided that a minimum of 50 EMS providers in every state would receive surveys. This 
would allow for potential individual evaluation of each state. Therefore, a stratified 
sample size of 4,600 was chosen, and an oversample of 497 was added to meet the 
minimal requirement of 50 cases for each state, and to meet the target sample of 5,000. 
Therefore, the calculated number of surveys to be distributed was 5,097.
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Table 3.2 lists the number of EMS providers in each state and the accompanying 
stratified calculations. Some adjustments to the stratified calculations were needed when 
the 49th state decided to participate after survey distribution had begun. As a result, the 
actual number of surveys mailed was slightly higher than the stratified calculation with 
some states.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
83
Table 3.2 Calculations of Stratified Sample Sizes and Actual Distribution
(Regions are defined by the National Association of State EMS Directors)






to meet 50 
minimum
Actual # of 
surveys 
needed
Actual # of 
surveys sent
Northeast Region
Maine 4,700 27 23 50 50
New Hampshire 4,279 24 26 50 50
Vermont 2,925* 17 33 50 50
Connecticut 18,490 105 105 107
Rhode Island 4,006 23 27 50 50
Massachusetts 19,395* 110 110 111
New York 55,020 313 313 315
Pennsylvania 50,534 287 287 290
New Jersey 21.929 125 125 126
Ohio 39,000 222 222 224
Virginia 33,000 188 188 189
West Virginia 9,530 54 54 55
Maryland 28,292 161 161 162
Delaware 2,778* 16 34 50 50
District o f Columbia 2,956* 17 33 50 50
Northeast Totals 296,834 1,688 176 1,865 1,879
Southeast Region
Tennessee 14,697 84 84 84
Alabama 10,946 62 62 63
Mississippi 2,745 16 34 50 50
Florida 38,399 218 218 220
Georgia 13,300 76 76 76
South Carolina 6,147 35 15 50 50
North Carolina 28,738 163 163 165
Arkansas 5,504 31 19 50 50
Louisiana 7,400 42 8 50 50
Southeast Totals 127,876 727 76 803 808
EAST TOTALS 424,710 2,415 252 2,668 2,687
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Table 3.2 (continued)






to meet 50 
minimum
Actual # of 
surveys 
needed
Actual # of 
surveys sent
North Midwest
Michigan 29,706 169 169 170
Wisconsin 16,000 91 91 91
Illinois 66,633* 379 379 382
Indiana 23,622 134 134 135
Minnesota 28,106 160 160 161
Missouri 13,033 75 74 75
Iowa 12,573 72 72 72
Kansas 10,750 61 61 62
Nebraska 8,514 48 2 50 50
South Dakota 3,388 19 31 50 50
North Dakota 3,011 17 33 50 50
Kentucky 15,200 86 86 86
Montana 6,013 34 16 50 50
Wyoming 6,639 38 12 50 50
North Midwest Totals 243,188 1,383 94 1,476 1,484
South Midwest
Utah 10,000 57 57 57
Colorado 14,365 82 82 82
Oklahoma 7,091 40 10 50 50
New Mexico 6,279 36 14 50 50
Arizona 12,496 71 71 72
Texas 52,812 300 300 303
South Midwest Totals 103,043 586 24 610 614
MIDWEST TOTALS 345,431 1,969 118 2,086 2,098
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Table 3.2 (continued)






to meet 50 
minimum
Actual # of 
surveys 
needed
Actual # of 
surveys sent
West Region
Idaho 4,352 25 25 50 50
Nevada 4,206 24 26 50 50
California 80,200 X
Oregon 7,388 42 8 50 50
Washington 16,426 93 93 94
Alaska 5,093 29 21 50 50
Hawaii 452 3 47 50 50
WEST TOTALS 118,117 216 127 343 344






to meet 50 
minimum
Actually # of 
surveys 
needed








5,129 + 110* 
5,239
Notes
Numbers recorded in the column “Total # of EMS Providers” were reported by the corresponding 
state’s EMS director unless otherwise specified. Some are estimates and some are the actual number of 
providers in the forwarded data base (several states forwarded their entire data base of all EMS providers 
instead of randomly choosing 500). Figures are similar with the National Emergency Medical Services for 
Children (EMSC) Data Analysis Resource Center (NEDARC).
t  Initial figures recorded from NEDARC -  (7/20/2003).
X Updated figures recorded from NEDARC -  (10/12/2003)
♦ An additional 110 surveys were sent to individual EMS providers in Massachusetts. (See the next 
section for explanation of the additional surveys).
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Initially, several states who wanted to participate either had current state policies 
of not releasing individual names and addresses to the public, or were just reluctant to do 
so. Three states forwarded names and addresses of EMS agencies instead of individual 
EMS providers. A modified method of survey distribution was developed in which seven 
states agreed to participate, including 2 of the 3 states who sent EMS agency names / 
addresses. The one remaining state (Kentucky) wanted to participate in this nationwide 
study, but was unable to forward names and addresses of individual EMS providers. 
Therefore, Kentucky remained in the calculation of stratified sample sizes, but it was 
decided that the survey distribution would not be random, and the data collected could 
not be used in this study.
Another state was similar to Kentucky’s situation above. Initially Massachusetts 
only had names / addresses of EMS agencies to offer, but agreed to forward individual 
EMS providers’ names and addresses to the principal investigator after surveys were 
mailed to the EMS agencies. Therefore, an additional 110 surveys were mailed to 
individual EMS providers in Massachusetts, bringing the total number of surveys 
distributed to 5,239.
Description o f  survey distribution methods
The primary method of survey distribution consisted of the principal investigator 
sending a survey packet to the calculated stratified number of EMS providers. Each 
survey packet included the survey, accompanied by a cover letter and a stamped 
addressed envelope for easy return. The cover letter explained the general nature of the 
study, that participation is voluntary and responses are anonymous, and offered an 
incentive of a $1.00 donation to the National EMS Memorial Service charity for every
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
87
returned survey. A copy of the cover letter can be found in Appendix N. The survey is 
located in Appendix B.
A stamped postcard, addressed to the principal investigator, was also included in 
the survey packet. It was requested that the respondent send the postcard separately 
when he/she returns the survey. The postcard thanked the respondent for participating in 
this study and provided an area for the respondent to write his/her name and participating 
state on the postcard before mailing. This allowed the principal investigator to identify 
who had returned their surveys without linking respondents’ names and addresses to their 
completed surveys. A follow-up reminder letter was sent to all those from whom a 
postcard was not received. Approximately one month later, a colorful reminder postcard 
was also sent.
A similar method of survey distribution was adopted to accommodate those states 
who expressed interest in participating in the study, but had a current policy of not 
releasing names and addresses of individual EMS providers to the public. This method 
involved 7 states (Utah, Pennsylvania, Ohio, Hawaii, Arkansas, West Virginia, and the 
District of Columbia). Each state agreed in advance to randomly generate mailing labels, 
attach them to the survey packets, and mail the survey packets. The identified number of 
survey packets (based on the state’s calculated stratified sample size) was sent to a 
contact person in each of the 7 states. The survey packets contained a slightly modified 
cover letter, the survey, and an addressed, stamped envelope as described above, but did 
not contain the postcard since there would be no names to match. Therefore, in addition 
to the number of survey packets sent to each of the 5 states’ contact person, the same 
number of follow-up letters in paid postage envelopes was also sent. Each state
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duplicated the first set of mailing labels, attached them to each of the follow-up 
letters/envelopes, and mailed them approximately 2 weeks after the survey packets were 
mailed. Instead of identifying who had not returned their survey through the postcard, all 
potential participants in the 7 states using this method received a follow-up reminder 
letter.
The overall response rate was 18.7%. Of the 5,239 survey packets mailed to 
individual potential participants, 207 were undeliverable and returned unopened to the 
principal investigator. In addition, the two states with the least number of EMS providers 
(Hawaii and Washington D.C.) ultimately did not participate, decreasing the number of 
potential participants by another 100 (a minimum of 50 were mailed to each). Nine 
hundred thirty-four respondents returned completed surveys, providing the nationwide 
response rate of 18.7%. A second, more targeted investigation of specific regions was 
conducted in the two regions with high regional response rates, the North Midwest 
(20.1%) and the Southeast (15.3%) regions. (The Northeast had the highest response rate 
at 21.2%, but was ruled out as a target region. State EMS Offices had mailed surveys 
instead of the researcher in five northeastern states in the first mass mailing, and the 
original addresses were unknown). The States’ EMS Offices randomly generated labels 
and twenty-two states were included in the second mass mailing phase of data collection, 
which incorporated some modifications to the survey packets. Personalization of the 
cover letter was added, and a research study web site was created to provide an 
alternative method for responding. Also enclosed in the survey packet was an index card 
that requested the respondent to submit comments if he/she were unable or preferred not 
to participate at the time of the study. A copy of the cover letter with its modifications
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can be found in Appendix O. Table 3.3 is the list of targeted states in the second mass 
mailing.
Table 3.3 Targeted states in the second mass mailing
Southeast In = 9) North Midwest fn = 13)
Virginia, North Carolina, South 
Carolina, Georgia, Florida, 
Alabama, Mississippi, 
Louisiana, and Tennessee
Montana, Wyoming, North 
Dakota, South Dakota, 
Nebraska, Kansas, Minnesota, 
Iowa, Missouri, Illinois, 
Wisconsin, and Michigan
Survey Response Results and Final Sample Description
Response rate of the second mass mailing was 13.5%, bringing the total 
nationwide response rate to 24.7%.5 Fourteen additional completed surveys were 
collected from the web site. Analysis of the individual regions revealed that one of the 
targeted regions, the North Midwest, had the largest response rate of 34.0% (n = 436). 
Therefore, the study’s focused sample population became the EMS providers of the 
North Midwest Region. Table 3.4 lists the response rates of the individual North 
Midwest states.
5 Returned unopened mailings were tracked and eliminated from the response rate calculations. In addition, 
messages received that the potential respondent was retired, did not work in EMS, did not reside at the 
mailed address, etc., were also eliminated from the response rate calculations.
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North Dakota 50 15 0 35 17 48.6%
Nebraska 50 0 1 49 23 46.9%
South Dakota 50 2 1 47 21 44.7%
Illinois 382 8 13 358 153 42.7%
Montana 50 0 3 47 20 42.6%
Wisconsin 87 2 5 80 29 36.3%
Iowa 72 0 3 69 24 34.8%
Wyoming 50 2 2 46 17 37.0%
Missouri 75 13 3 59 19 32.2%
Minnesota 161 8 11 142 41 28.9%
Indiana 135 3 4 127 31 24.4%
Michigan 170 7 2 161 31 19.3%
Kansas 62 2 2 58 10 17.2%
Totals 1394 62 50 1282 432 34.0%
* Refinement o f the data set inc
of “Other.” Three were from Illinois and one from Indiana.
uded eliminating 4 returned surveys that had indicated a certification level
The majority of the North Midwest sample was Caucasian (96.6%) males (71.3%) 
with an average age of 42.0 (range = 19 -  69). (This description is similar to the initial 
analysis of nationwide responses -  primarily white (95%) males (74.7%) with an average 
age of 41.1 years). Most had the certification level of EMT-Basic (42.2%) followed by 
EMT-Paramedic (29.6%), First Responder (15.4%), and EMT-Intermediate (10.6%).
Most had an educational background of some college (41.5%) and almost 20% had either 
Associate degrees (19.5%) or Bachelor degrees (19.7%). The average number of years of
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experience was over 13 years (13.35) with over half (50.9%) working in a rural setting. 
Almost an equal number of providers were exclusively volunteers (n = 157) or paid (n = 
160) providers while 18.6% were both paid and volunteered their services. Finally, 
29.8% (n = 130) were EMS providers in fire-base EMS systems, followed by volunteer 
systems (25.9%), a combination of volunteer fire-based systems (15.8%), hospital-based 
systems (11.9%), private systems (8.9%), and third municipal systems (2.1%). Only 
12.8% (n = 56) had heard about the EMS Agenda for the Future, and 5.7% (n = 25) 
acknowledged that they had read it. Table 3.5 displays the demographics for this study.
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Table 3.5 Description of the Final Sample
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Refinement and Description of Variables
After all survey responses were collected, data was entered in the computer using 
the Statistical Package for Social Services (SPSS). Further refinement of the data set was 
made after analyzing frequencies and distributions. Operational definitions of the 
variables were established.
Variable Designation
Beliefs. Forty-eight 5-point Likert-type scale items in Section 1 of the survey 
represented “beliefs” regarding the 14 attributes of the EMS Agenda for the Future. An 
overall beliefs measure was created by averaging all 48 items. In addition, each of the 
EMS Agenda attributes had an average beliefs score. Table 3.6 is a summary of all 
individual belief measures, and a description of the calculations for the overall beliefs 
measure and belief measures for each of the 14 EMS Agenda attributes.
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Table 3.6 Description of Belief Variables
Section 1: Beliefs (Ordinal -  Likert-type Scale: Values 1 - 5 )
Item Code Label Brief Description
1 slq l Public Access-7 Triage 911 calls to send appropriate resources
2 slq2 Research-2 Agency to help fund research efforts
3 slq3 Information Systems-1 Sharing of information with other health care professionals
4 slq4 Human Resources-3 Endorsement / reciprocity of licensure
5 slq5 Clinical Care-1 Outcome studies to support EMS care
6 slq6 Research-1 Leaders helping providers conduct research
7 slq7 Communications-1 Communicate with other health care providers / professions
8 slq8 Integration-2 Assist patient to make follow-up appointment
9 slq9 Public Education-1 Public Education program development in basic EMS education
10 slqlO Communications-2 Cost-benefit analysis of real-time data transfer
11 s lq l 1 Medical Direction-1 Subspecialty certification for physicians
12 slq l2 Education Systems-3 EMS education grounded in national core content
13 si q 13 Public Access-6 Government strategic placement of public phones
14 slq l4 Legislation & Regulation-3 Enabling legislation that support integration
15 s lq l 5 Communications-3 Legislation to grant immunity to dispatchers
16 slq l6 Public Access-5 1 universal number instead of 2
17 si ql 7 Clinical Care-2 EMS care to avoid transport when possible
18 s I q 18 Human Resources-2 Staffing of transports should fit patient needs
19 slq l9 Public Access-4 Use of "PAI" & priority dispatch procedures
20 slq20 Research-3 Patient information linkages between health care networks
21 slq21 Information Systems-2 Feedback to users of information systems
22 slq22 Information Systems-3 Collection of specific unified data elements
23 slq23 System Finance-2 Relationships w/insurers & other professional finance providers
24 slq24 Prevention-3 Document unsafe findings in homes
25 slq25 Public Access-3 "Sensor" placement in all cars
26 slq26 Integration-3 Liaisons to other healthcare resources
27 slq27 Prevention-1 Assessment of scenes for potential accidents
28 slq28 Education Systems-2 Inclusion of EMS system components
29 slq29 Public Education-2 Involvement of PE by all EMS agencies
30 slq30 Clinical Care-3 Common definition of baseline community care
31 slq31 Public Access-2 Government providing phones to the poor
32 slq32 Medical Direction-2 Appropriate credentials for on-line medical direction
33 slq33 Evaluation-4 Opportunity for citizens to express expectations
34 slq34 Legislation & Regulation-1 State agency to conduct activities
35 slq35 Human Resources-1 Ongoing occupational research of workers
36 slq36 System Finance-1 Reimbursed for services, including nontransports
37 slq37 Evaluation-2 Cost-benefit analysis included in evaluations
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Table 3.6 (continued)
Item Code Label Brief Description
38 slq38 Evaluation-1 Use of CQI to evaluate aspects of EMS systems
39 slq39 Medical Direction-3 ED physicians specializing in EMS
40 slq40 Education Systems-1 Availability of bridging programs
41 slq41 Medical Direction-4 EMS state medical director in each state
42 slq42 Integration-1 Develop working relations with other health care professions
43 slq43 Legislation & Regulation-2 Act on behalf of the public
44 slq44 Public Education-3 Public Education as a normal function of EMS operations
45 slq45 Prevention-2 The duty to prevent illness / injuries in the community
46 slq46 Public Access-1 Provision of 911 calls on cell phones without service
47 slq47 System Finance-3 Financed based on prepared to respond
48 slq48 Evaluation-3 Inclusion of customer satisfaction
Created Variables:
Item Code Label Description of Calculations
102 mbeliefs Mean Beliefs Score Mean: items 1 -4 8
103 mint Mean Integration Mean: items 8,26,42
104 mres Mean Research Mean: items 2, 6, 20
105 mlandr Mean Legislation / Regulation Mean: items 14, 34,43
106 msysfin Mean Systems Finance Mean: items 23, 36, 47
107 mhres Mean Human Resources Mean: items 4,18, 35
108 mmdir Mean Medical Direction Mean: items 11, 32, 39,41
109 medsys Mean Education Systems Mean: items 12,28,40
110 mpubed Mean Public Education Mean: items 9, 29, 44
111 mprev Mean Prevention Mean: items 24, 27, 45
112 mcomm Mean Communications Mean: items 7,10,15
113 mcc Mean Clinical Care Mean: items 5, 17, 30
114 minfo Mean Information Systems Mean: items 3, 21,22
115 meval Mean Evaluation Mean: items 33, 37, 38,48
116 mpubacc Mean Public Access Mean: items 1,13, 16,19,25, 31,46
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Affect. Measures for affect were collected on a 7-point semantic differential scale 
in Section 2 of the survey. One statement item was developed for each of the EMS 
Agenda Attributes for a total of 14 items. An overall affect measure was created by 
averaging all 14 items. Table 3.7 is a summary of all affect measures.
Table 3.7 Description of Affect Variables
Section 2: Affect (Ordinal -  Semantic Differential Scale: Values 1 - 7 )
Item Code Label Brief Description
49 s2ql a-Human Resources Having reciprocity to practice anywhere in US
50 s2q2 a-Public Access Having a national phone number (911) to provide triaged services
51 s2q3 a-Medical Direction Receiving from an EMS-skilled physician
52 s2q4 a-Research Participating in research
53 s2q5 a-Education Systems Having an EMS education based in national core content
54 s2q6 a-Evaluation Participating in the EMS evaluation process
55 s2q7 a-Legislation/Regulation Participating in legislative & regulation activities
56 s2q8 a-Integration Working with other health care providers / professions
57 s2q9 a-System Finance Receiving payment for services delivered (including nontransports)
58 s2ql0 a-Information Systems Collecting data to develop information systems
59 s2ql 1 a-Communications Dispatch networking w/other comm, centers to share information
60 s2ql2 a-Clinical Care Delivering nationally standardized emergency care
61 s2ql3 a-Prevention Participating in illness / injury prevention activities
62 s2ql4 a-Public Education Educating the public about safety / wellness
Created Variable:
Item Code Label Description of Calculations
101 maffect Mean Affect Score Mean: items 49 - 62
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
97
Behavior. As with beliefs and affect, behavior measures were collected to 
represent all 14 attributes of the EMS Agenda. As mentioned previously, two measures 
were collected for the attribute System Finance, bringing the total behavior measures to 
15. From multiple choice statements asking if they perform the specific behavior, 
respondents had four general choices: 1) Yes; 2) No, but plan to in the next year; 3) No, 
but others in the agency do; and 4) No.
An additional behavior measure was created to observe the extent to which 
individual behaviors were performed by EMS providers. The first six questions of the 
behavior section began “Do you . . . ” instead of “Does your agency . . . ” and were 
considered to reflect more the individual EMS provider’s attitude. The 6 responses were 
dichotomized (yes = 1, no = 0) and then totaled for a behavior score. Also, additional 
affect and beliefs measures were created to correspond with the six individual behaviors. 
Measures for all 14 EMS Agenda attributes were collected in order to evaluate the extent 
to which the EMS Agenda for the Future has been accepted and implemented. Table 3.8 
is a summary of all behavior measures.
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Table 3.8 Description of Behavior Variables
Section 3: Behavior (Nominal -  Multiple Choice: Values 1 -  4)
Item Code Label Brief Description
63 s3ql b-Integration Level of collaboration with other health care providers / professionals
64 s3q2 b-InformationSystems
Level of data collection to develop information 
systems
65 s3q3 b-Research Level of participation in research
66 s3q4 b-Legislation / Regulation
Level of participation in legislation & regulation 
activities
67 s3q5 b-Prevention Level of participation in illness / injury prevention activities
68 s3q6 b-Public Education Level of educating public about safety / wellness
69 s3q7 b-Human Resources Agency allowing other EMS providers give care
70 s3q8 b-Evaluation Agency evaluating EMS system
71 s3q9 b-Medical Direction Agency receiving direction from EMS-skilled physician
72 s3ql0 b-Education Systems Agency providing education of national core content
73 s3qlla b-System Finance-1 Agency billing for transports
74 s3ql 1 b b-System Finance-2 Agency billing for nontransports
75 s3ql2 b-Communications Dispatch networking with other communication systems
76 s3ql3 b-Public Access Dispatch using the national number (911) to triage services
77 s3ql4 b-Clinical Care EMS system allowing for advanced life support procedures
Created Variables:
Item Code Label Description of Calculations
209 behav6 Behavior 6 Total Score: items 63 - 68
198 affect6 Mean Affect 6 Mean: items 52, 55, 56, 58, 61, 62
197 beliefs6 Mean Beliefs 6 Mean: items 8, 26, 42,20, 2, 6,14, 34,43, 9, 29,44, 45,24, 27, 3,21,22
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Antecedent Variables. Table 3.9 is a summary of all demographic variables used 
in this study. The “Descriptions” column summarizes how each demographic variable 
was refined and used in the statistical analysis. A discussion of each independent 
variable follows.
Table 3.9 Description of Demographic Variables
Section 4: Demographics
Item Code Label Descriptions
78 s4ql Age (Interval/Ratio)
79 s4q2 Gender 1 = Male2 = Female
117 combrace Combination Race 1 = Caucasian2 = Other
118 State 2 North Midwest States
1 ^ Iowa g -  Montana
mois 9 = North Dakota 
3 = Indiana 10 = Nebraska
^  11= South Dakota5 = Michigan 10 ..... . .  ® 12 = Wisconsin6 = Minnesota ..._ 13 = Wyoming7 = Missouri J
119 combpop CombinationPopulation
1 = 10 K &  under (51.7%) 
2 =  11 -3 5  K (52-75.4% )
3 = 37 -  90 K (76 -  88.7%)
4 = 100 K & over (91%+)






1 = High School
2 = Some College
3 = Associate’s Degree
4 = Bachelor’s and above
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Table 3.9 (continued)
122 s4q8 Certification (excluded “5 = Other”)
1 = First Responder
2 = EMT -  Basic
3 - EMT -  Intermediate
4 = EMT -  Paramedic
88 s4q9 Number Years (Interval/Ratio)
123 combresp Combination # Responses / month
1 = 10 or less responses / month 
2 = 1 1 - 3 0  responses / month 
3 = Over 30 responses / month
124 combhrs Combination Hours / Week
1 = Under 40 hours / week
2 = 40 -  55 hours / week
3 = 56 or more hours / week
125 combws Combination Work Status
1 = Volunteer
2 = Paid
126 combrole Combination Role
1 = Educators / Administrators
2 = Field Providers
3 = Other type providers
127 rcemssys Recode Systems
1 = Volunteer & combinations
(excludes volunteer & fire-based combo)
2 = Fire -  based & combinations
(excludes volunteer & fire-based combo)
3 = Hospital -  based
4 = Third Municipal, Private, Pub. Utility
5 = Combination of volunteer and fire-based
system
128 combwtyp Combination Work Type of System
1 = Emergency responders w/transport
2 = Emergency responders, w/o transport
3 = Emergent and/or nonemergent
129 combagcy Combination Annual Agency Responses
1 = Under 1,000 agency responses / year
2 = 1,000 -  10,000 agency responses / year
3 = Over 10,000 agency responses / year
99 s4ql7 Know Agenda 0 = No1 = Yes
100 s4ql8 Read Agenda 0 = No1 =Yes
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Age and Gender. Age is in years. Gender is male and female.
Race. Race was collapsed from six variables into two: 1 represented Caucasian 
and 2 represented all others because the vast majority is white.
Practicing State. The EMS provider’s state in which he/she practiced was 
originally recorded as a string variable. A number was assigned to represent each of the 
13 states in the North Midwest region (numbers 1-13) .
Community Population. The respondent reported a number to represent the 
population of the community, city, or township, in which he/she served as an EMS 
provider. Since responses had such a wide range, the continuous variable was collapsed 
into four groups: 1 represented 10,000 or less; 2 represented 11,000 -  35,000; 3 
represented 37,000 -  90,000; and 4 represented 100,000 or more people.
Response Area. Respondents had three choices to describe the type of 
community they served as an EMS provider (urban, suburban, and rural). However, 
almost 8% had listed a combination of two or all three choices. The fourth variable of 
“Combination” was considered in the statistical analysis.
Education. Five choices were given for the respondent to specify their highest 
level of education (high school, some college, Associate’s Degree, Bachelor’s Degree, 
and Master’s / Doctorate). Due to small cell sizes, the last two choices (Bachelor’s 
Degree and Master’s / Doctorate) were collapsed into one and labeled “Bachelor’s and 
above.”
Certification. Respondents had five choices to identify their current certification 
level (First Responder, EMT-B, EMT-I, EMT-P, or other). However, there were only 4
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respondents who chose “other”, and these were subsequently dropped from the study.
The four remaining certification levels kept the original value codes.
Number Years o f Experience. The respondent recorded the number of years of 
EMS experience.
Number o f Responses /Month. The EMS provider identified the average 
number of EMS responses made in a month. This variable was collapsed into three 
categories: 1) 10 or less responses; 2) 11 -  30 responses; or 3) over 30 responses per 
month.
Average Number o f Hours Worked /  Week. This variable was also collapsed into 
three categories: 1) under 40 hours; 2) 40 -  55 hours; or 3) 56 hours and over. These 
values were specifically chosen to represent volunteer or part-time providers, EMS 
providers who may work a normal work week, and fire-based providers whose normal 
work schedule is considered 56 hours per week.
Work Status. Respondents originally had 4 choices to report how they worked as 
an EMS provider (volunteer, part-time, full-time, or a combination of paid and 
volunteer). This variable was collapsed into two variables to measure those who 
exclusively volunteered EMS services and those who were paid to provide services.
Work Role. The survey provided the respondent 5 choices to report the 
“capacity” or role in which they primarily worked (field provider, hospital provider, 
educator, administrator, or other). Many combinations of the five choices were noted. 
Since the strategy to disseminate and implement the EMS Agenda was targeted toward 
EMS administrators as well as added to the national educational curriculum, it might be
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expected that administrators and educators would have stronger positive attitudes toward 
the Agenda. Therefore, this variable was collapsed into three categories: 1) all educators 
and administrators; 2) all field providers; and 3) all other providers. If the respondent 
indicated that he/she had a combination of roles, then the educator / administrator role 
was recorded above other roles, and field provider roles were recorded above all other 
provider roles.
EM S System Type. Respondents had five primary choices (volunteer, fire-based, 
hospital-based, third municipal system, and private) and 2 additional choices (unknown 
and other). However, many respondents (16%) chose a combination of systems. Based 
on the combinations of responses and the string variable indicating “other,” EMS system 
was recoded into 5 categories: 1) volunteers and volunteer combinations, excluding the 
combination of volunteer and fire-based system; 2) fire-based system and combinations 
with fire-based systems, excluding the combination of volunteer and fire-based; 3) 
hospital -  based systems; 4) third municipal systems, private companies, and string 
variables indicating city/county-based or public utility models; and 5) the combination of 
volunteers and fire-based.
Work Type o f  System. There were five choices for respondents to describe how 
their EMS system functioned: 1) provided emergency services and transportation; 2) 
provided emergency services, but called for transportation services; 3) provided 
prescheduled, nonemergent and interfacility transports; 4) provided a combination of 
emergent and nonemergent responses / transports; and 5) not applicable. Three 
respondents who reported that they worked in a prescheduled, nonemergent and 
interfacility environment were grouped into a combination of emergent and nonemergent
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responses / transports. Ten respondents who answered “not applicable” were recoded as 
missing. Therefore, final variables were 1) responded to emergencies and provided 
transportation; 2) responded to emergencies but did not transport (such as a first 
responder fire engine); and 3) responded to emergent and nonemergent (or prescheduled) 
calls, and provided transportation.
Annual Agency Responses. Respondents identified the number of EMS calls 
recorded in 2002 by their EMS agency. The variable was collapsed into three categories:
1) under 1,000 responses / year; 2) 1,000 -  10,000 responses / year; and 3) over 10,000 
responses / year.
Awareness o f the EMS Agenda and Having Read the EMS Agenda. Respondents 
circled either “yes” or “no” for both these variables. A “1” was recorded for “yes” and a 
“0” was recorded for “no.” No adjustments were made.
Study Hypotheses
The hypotheses for the study were generated from the Tripartite Model of 
Attitudes, and include both bivariate and multivariate investigations. All relationships 
within the theory were explored. Seven primary hypotheses were created, followed by 
several individual bivariate and multivariate hypotheses for each of the seven. The seven 
primary areas of investigation included the relationships between: 1) antecedent 
variables and affect; 2) antecedent variables and beliefs; 3) antecedent variables and 
behavior; 4) affect and beliefs; 5) affect and behavior; 6) beliefs and behavior and 7) 
antecedent variables, affect, and beliefs as predictors of behavior.
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Directional hypotheses were created based on the relationships between the 
constructs as proposed in the Tripartite Model of Attitudes, or from findings in previous 
similar research, or from a combination of both. For example, previous research reports 
an inverse relationship between attitudes and age (Rinaca et al., 1999). The measures 
used for attitudes in the Rinaca study are basically the same measures used as the belief 
measures for the current study. Directional hypotheses regarding beliefs were generated 
from the significant findings of that previous research. Also, the Tripartite Model states 
that affect, beliefs and behavior will measure generally the same. Therefore, directional 
hypotheses created for belief measures from the previous research were also generated 
for hypotheses regarding affect and behavior.
Hypothesis 1: Affect Component of the Tripartite Model of Attitudes and Antecedents
Bivariate Hvvotheses
Hypothesis la: There will be an inverse relationship between the age of the EMS 
provider and his/her affect score towards the concepts of the EMS Agenda for the Future.
Hypothesis lb: There will be no difference in the gender of the EMS provider 
and his/her affect score towards the concepts of the EMS Agenda for the Future.
Hypothesis lc: There will be no difference in the race of the EMS provider and 
his/her affect score towards the concepts of the EMS Agenda for the Future.
Hypothesis Id: There will be no difference in the practicing state of the EMS 
provider and his/her affect score towards the concepts of the EMS Agenda for the Future.
Hypothesis le: There will be no difference in the size of the community that the 
EMS provider serves and his/her affect score towards the concepts of the EMS Agenda 
for the Future.
Hypothesis If: There will be no difference in the type of community (rural, 
urban, or suburban) the EMS provider serves and his/her affect score towards the 
concepts of the EMS Agenda for the Future.
Hypothesis lg: There will be no difference in the education level of the EMS 
provider and his/her affect score towards the concepts of the EMS Agenda for the Future.
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Hypothesis lh: EMS providers with an advanced certification level (EMT-P) will 
more likely have a higher affect score towards the concepts of the EMS Agenda for the 
Future than EMS providers who have a certification level of First Responder, EMT- 
Basic, or EMT-Intermediate.
Hypothesis li: There will be no relationship between the number o f years of 
experience of the EMS provider and his/her affect score towards the concepts of the EMS 
Agenda for the Future.
Hypothesis lj: There will be no difference in the number of responses made in 
the past month by the EMS provider and his/her affect score towards the concepts of the 
EMS Agenda for the Future.
Hypothesis lk: There will be no difference in the average number of hours 
worked in a week by the EMS provider and his/her affect score towards the concepts of 
the EMS Agenda for the Future.
Hypothesis 11: EMS providers who are paid will more likely have higher affect 
scores toward the concepts of the EMS Agenda for the Future than EMS providers who 
exclusively volunteer.
Hypothesis lm: There will be no difference in the work role of the EMS provider 
and his/her affect score towards the concepts of the EMS Agenda for the Future.
Hypothesis In: There will be no difference in the type of EMS system of the 
EMS provider and his/her affect score towards the concepts of the EMS Agenda for the 
Future.
Hypothesis lo: There will be no difference in the EMS system response type of 
the EMS provider and his/her affect score towards the EMS Agenda for the Future.
Hypothesis lp: There will be no difference in the number of annual EMS agency 
responses of the EMS provider and his/her affect score towards the concepts of the EMS 
Agenda for the Future.
Hypothesis lq: EMS providers who are aware of the EMS Agenda for the Future 
will more likely have a higher affect score towards the concepts of EMS Agenda for the 
Future.
Hypothesis lr: EMS providers who have read the EMS Agenda for the Future 
will more likely have a higher affect score towards the concepts of EMS Agenda for the 
Future.
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Multivariate Hypothesis
Hypothesis Is: Age, level of certification, work status, awareness about the EMS 
Agenda, and having read the EMS Agenda will be significant predictors of a higher affect 
score in EMS providers in a model where they are all explained together.
Hypothesis 2: Beliefs Component of the Tripartite Model of Attitudes and 
Antecedents
Bivariate Hypotheses
Hypothesis 2a: There will be an inverse relationship between the age of the EMS 
provider and his/her beliefs score regarding the concepts of the EMS Agenda for the 
Future.
Hypothesis 2b: There will be no difference in the gender of the EMS provider 
and his/her beliefs score regarding the concepts of the EMS Agenda for the Future.
Hypothesis 2c: There will be no difference in the race of the EMS provider and 
his/her beliefs score regarding the concepts of the EMS Agenda for the Future.
Hypothesis 2d: There will be no difference in the practicing state of the EMS 
provider and his/her beliefs score regarding the concepts of the EMS Agenda for the 
Future.
Hypothesis 2e: There will be no difference in the size of the community that the 
EMS provider serves and his/her beliefs score regarding the concepts of the EMS Agenda 
for the Future.
Hypothesis 2f: There will be no difference in the type of community (rural, 
urban, or suburban) the EMS provider serves and his/her beliefs score regarding the 
concepts of the EMS Agenda for the Future.
Hypothesis 2g: There will be no difference in the education level of the EMS 
provider and his/her beliefs score regarding the concepts of the EMS Agenda for the 
Future.
Hypothesis 2h: EMS providers with an advanced certification level (EMT-P) will 
more likely have higher belief scores regarding the concepts of the EMS Agenda for the 
Future than EMS providers who have a certification level of First Responder, EMT- 
Basic, or EMT-Intermediate.
Hypothesis 2i: There will be no relationship between the number of years of 
experience of the EMS provider and his/her beliefs score regarding the concepts of the 
EMS Agenda for the Future.
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Hypothesis 2j: There will be no difference in the number of responses made in 
the past month by the EMS provider and his/her beliefs score regarding the concepts of 
the EMS Agenda for the Future.
Hypothesis 2k: There will be no difference in the average number of hours 
worked in a week by the EMS provider and his/her beliefs score regarding the concepts 
of the EMS Agenda for the Future.
Hypothesis 21: EMS providers who are paid will more likely have higher belief 
scores regarding the concepts of the EMS Agenda for the Future than EMS providers 
who exclusively volunteer.
Hypothesis 2m: There will be no difference in the work role of the EMS provider 
and his/her beliefs score regarding the concepts of the EMS Agenda for the Future.
Hypothesis 2n: There will be no difference in the type of EMS system of the 
EMS provider and his/her beliefs score regarding the concepts of the EMS Agenda for 
the Future.
Hypothesis 2o: There will be no difference in the EMS system response type of 
the EMS provider and his/her beliefs score regarding the concepts of the EMS Agenda 
for the Future.
Hypothesis 2p: There will be no difference in the number of annual EMS agency 
responses of the EMS provider and his/her beliefs score regarding the concepts of the 
EMS Agenda for the Future.
Hypothesis 2q: EMS providers who are aware of the EMS Agenda for the Future 
will more likely have higher belief scores regarding the concepts of the EMS Agenda for 
the Future.
Hypothesis 2r: EMS providers who have read the EMS Agenda for the Future 
will more likely have higher belief scores regarding the concepts of the EMS Agenda for 
the Future.
Multivariate Hypothesis
Hypothesis 2s: Age, level of certification, work status, awareness about the EMS 
Agenda, and having read the EMS Agenda will be significant predictors of a higher 
beliefs score in EMS providers in a model where they are all explained together.
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Hypothesis 3: Behavior Component of the Tripartite Model of Attitudes and 
Antecedents
Bivariate Hypotheses
Hypothesis 3a: There will be an inverse relationship between the age of the EMS 
provider and the extent to which the EMS provider performs behaviors related to the 
EMS Agenda for the Future.
Hypothesis 3b: There will be no difference in the gender of the EMS provider 
and the extent to which the EMS provider performs behaviors related to the EMS Agenda 
for the Future.
Hypothesis 3c: There will be no difference in the race of the EMS provider and 
the extent to which the EMS provider performs behaviors related to the EMS Agenda for 
the Future.
Hypothesis 3d: There will be no difference in the practicing state of the EMS 
provider and the extent to which the EMS provider performs behaviors related to the 
EMS Agenda for the Future.
Hypothesis 3e: There will be no difference in the size of the community of the 
EMS provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
Hypothesis 3f: There will be no difference in the community type of the EMS 
provider and the extent to which the EMS provider performs behaviors related to the 
EMS Agenda for the Future.
Hypothesis 3g: There will be no difference in the education level of the EMS 
provider and the extent to which the EMS provider performs behaviors related to the 
EMS Agenda for the Future.
Hypothesis 3h: EMS providers with an advanced certification level (EMT- 
Paramedic) will more likely perform behaviors related to the EMS Agenda for the Future 
than EMS providers who have a certification level of First Responder, EMT-Basic, or 
EMT-Intermediate.
Hypothesis 3i: There will be no relationship between the number of years of 
experience of the EMS provider and the extent to which the EMS provider performs 
behaviors related to the EMS Agenda for the Future.
Hypothesis 3j: There will be no difference in the number of responses made in 
the past month by the EMS provider and the extent to which the EMS provider performs 
behaviors related to the EMS Agenda for the Future.
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Hypothesis 3k: There will be no difference in the average number of hours 
worked in a week by the EMS provider and the extent to which the EMS provider 
performs behaviors related to the EMS Agenda for the Future.
Hypothesis 31: EMS providers who are paid will more likely perform behaviors 
related to the EMS Agenda for the Future than EMS providers who exclusively volunteer.
Hypothesis 3m: There will be no difference in the work role of the EMS provider 
and the extent to which the EMS provider performs behaviors related to the EMS Agenda 
for the Future.
Hypothesis 3n: There will be no difference in the type of EMS system of the 
EMS provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
Hypothesis 3o: There will be no difference in the EMS system response type of 
the EMS provider and the extent to which the EMS provider performs behaviors related 
to the EMS Agenda for the Future.
Hypothesis 3p: There will be no difference in the annual number of EMS agency 
responses of the EMS provider and the extent to which the EMS provider performs 
behaviors related to the EMS Agenda for the Future.
Hypothesis 3q: EMS providers who are aware of the EMS Agenda for the Future 
will more likely perform behaviors related to the EMS Agenda for the Future.
Hypothesis 3r: EMS providers who have read the EMS Agenda for the Future 
will more likely perform behaviors related to the EMS Agenda for the Future.
Multivariate Hypotheses
Hypothesis 3s: Age, level of certification, work status, awareness about and 
having read the EMS Agenda for the Future will be significant predictors in the extent to 
which EMS providers perform behaviors related to the EMS Agenda for the Future.
Hypothesis 4: Affect and Belief Components of the Tripartite Model of Attitudes
Bivariate Hypotheses
Hypothesis 4a: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Integration o f  Health 
Services.
Hypothesis 4b: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute EMS Research.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
I l l
Hypothesis 4c: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Legislation and 
Regulation.
Hypothesis 4d: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute System Finance.
Hypothesis 4e: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Human Resources.
Hypothesis 4f: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Medical Direction.
Hypothesis 4g: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Education Systems.
Hypothesis 4h: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Public Education.
Hypothesis 4i: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Prevention.
Hypothesis 4j: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Communication 
Systems.
Hypothesis 4k: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Clinical Care.
Hypothesis 41: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Information Systems.
Hypothesis 4m: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Evaluation.
Hypothesis 4n: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Public Access.
Hypothesis 4o: There will be a direct relationship between the EMS provider’s 
overall affect score and their overall beliefs score towards the EMS Agenda for the 
Future.
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Hypothesis 5: Affect and Behavior Components of the Tripartite Model of Attitudes
Bivariate Hypotheses
Hypothesis 5a: EMS providers with a higher affect response about working with 
other health services will be more likely to collaborate with other health services.
Hypothesis 5b: EMS providers with a higher affect response about participating 
in research will be more likely to participate in research.
Hypothesis 5c: EMS providers with a higher affect about participating in 
legislation and regulation activities will be more likely to participate in legislation and 
regulation activities.
Hypothesis 5d: EMS agencies that bill for transport services will more likely 
have EMS providers with a higher affect response about agencies billing for transport 
services.
Hypothesis 5dd: EMS agencies that bill for nontransport services will more likely 
have EMS providers with a higher affect response about agencies billing for nontransport 
services.
Hypothesis 5e: EMS providers whose EMS agencies allow EMS responders from 
other areas to provide prehospital care will more likely have a higher affect response 
about EMS responders receiving reciprocity to practice anywhere in the US.
Hypothesis 5f: EMS providers whose EMS agencies receive medical direction 
from an EMS-skilled physician will more likely have a higher affect response about EMS 
agencies receiving medical direction from an EMS-skilled physician.
Hypothesis 5g: EMS providers whose EMS agencies provide for an EMS 
education based in the national core content will more likely have a higher affect 
response about EMS responders receiving an EMS education based in the national core 
content.
Hypothesis 5h: EMS providers with a higher affect response about educating the 
public about safety/wellness will be more likely to educate the public about 
safety/wellness.
Hypothesis 5i: EMS providers with a higher affect response about participating in 
illness/injury prevention activities will be more likely to participate in illness/injury 
prevention activities.
Hypothesis 5j: EMS providers whose dispatch centers network with other 
communication systems to enable rapid exchange of patient information will more likely
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have a higher affect response about dispatch centers networking with other 
communication systems to enable rapid exchange of patient information.
Hypothesis 5k: EMS providers whose EMS agencies allow for advanced 
prehospital care will more likely have a higher affect response about EMS responders 
delivering nationally standardized prehospital emergency care.
Hypothesis 51: EMS providers with a higher affect response about EMS 
responders collecting data to develop information systems will be more likely to collect 
data to develop information systems.
Hypothesis 5m: EMS providers whose EMS agencies evaluate its EMS system 
will more likely have a higher affect response about EMS agencies evaluating their EMS 
system.
Hypothesis 5n: EMS providers whose dispatch centers use a national recognized 
emergency number to provide triage to meet patient needs will more likely have a higher 
affect response about dispatch centers using a nationally recognized emergency number 
to provide triage to meet patient needs.
Hypothesis 6: Beliefs and Behavior Components of the Tripartite Model of 
Attitudes
Bivariate Hypotheses
Hypothesis 6a: EMS providers with a higher beliefs average under the attribute 
Integration o f  Health Services will be more likely to collaborate with other health 
services.
Hypothesis 6b: EMS providers with a higher beliefs average under the attribute 
EMS Research will be more likely to participate in research.
Hypothesis 6c: EMS providers with a higher beliefs average under the attribute 
Legislation and Regulation will be more likely to participate in legislative and regulation 
activities.
Hypothesis 6d: EMS providers whose EMS agencies bill for transport services 
will more likely have a higher beliefs average under the attribute System Finance.
Hypothesis 6dd: EMS providers whose EMS agencies bill for nontransport 
services will more likely have a higher beliefs average under the attribute System 
Finance.
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Hypothesis 6e: EMS providers whose EMS agencies allow EMS responders from 
other areas to provide prehospital care will more likely have a higher beliefs average 
under the attribute Human Resources.
Hypothesis 6f: EMS providers whose EMS agencies receive medical direction 
from an EMS-skilled physician will more likely have a higher beliefs average under the 
attribute Medical Direction.
Hypothesis 6g: EMS providers whose EMS agencies provide for an EMS 
education based in the national core content will more likely have a higher beliefs 
average under the attribute Education Systems.
Hypothesis 6h: EMS providers with a higher beliefs average under the attribute 
Public Education will be more likely to educate the public about safety/wellness.
Hypothesis 6i: EMS providers with a higher beliefs average under the attribute 
Prevention will be more likely to participate in illness/injury prevention activities.
Hypothesis 6j: EMS providers whose dispatch centers network with other 
communication systems to enable rapid exchange of patient information will more likely 
have a higher beliefs average under the attribute Communication Systems.
Hypothesis 6k: EMS providers whose EMS agencies allow for advanced 
prehospital care will more likely have a higher beliefs average under the attribute Clinical 
Care.
Hypothesis 61: EMS providers with a higher beliefs average under the attribute 
Information Systems will be more likely to collect data to develop information systems.
Hypothesis 6m: EMS providers whose EMS agencies evaluate its EMS system 
will more likely have a higher beliefs average under the attribute Evaluation.
Hypothesis 6n: EMS providers whose dispatch centers use a nationally 
recognized emergency number to provide triage to meet patient needs will more likely 
have a higher beliefs average under the attribute Public Access.
Hypothesis 7: Antecedent Variables, Affect, Beliefs and Behavior Components of 
the Tripartite Model of Attitudes
Multivariate Hypotheses
Hypothesis 7a: EMS providers’ overall affect about the EMS Agenda for the 
Future will be predicted by their overall beliefs when controlling for personal and 
professional characteristics that were found to be statistically significant in bivariate 
analyses.
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Hypothesis 7b: EMS providers’ overall beliefs about the EMS Agenda for the 
Future will be predicted by their overall beliefs when controlling for personal and 
professional characteristics that were found to be statistically significant in bivariate 
analyses.
Hypothesis 7c: The extent to which EMS providers perform behaviors will be 
predicted by affect when controlling for personal and professional characteristics that 
were found to be statistically significant in bivariate analyses.
Hypothesis 7d: The extent to which EMS providers perform behaviors will be 
predicted by beliefs when controlling for personal and professional characteristics that 
were found to be statistically significant in bivariate analyses.
Hypothesis 7e: The extent to which EMS providers perform behaviors will be 
predicted by affect and beliefs when controlling for personal and professional 
characteristics that were found to be statistically significant in bivariate analyses.
Data Analysis
Descriptive and inferential statistical analyses were executed in this study. 
Bivariate statistical tests were performed for each of the three supporting constructs 
(affect, beliefs and behavior) with each antecedent variable, and with each other. 
Multivariate statistical tests were performed with variables that were found significant in 
a previous study (Rinaca et al., 1999), and with those that were found to be significant in 
this study.
Levels of data obtained in this study included nominal, ordinal and interval/ratio.
The semantic differential scale measuring affect and the Likert-type scale measuring 
beliefs are both ordinal level data, but were treated as interval/ratio level data in the 
statistical analysis when the data revealed a normal distribution with each scale (Munro 
& Page, 1993; Portney & Watkins, 2000). The multiple choice scale measuring behavior 
is nominal level data; however, the created variable measuring the extent of performed 
individual behaviors is interval/ratio. Demographic data was a mix of all levels.
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Interval/ratio level data was collected on variables such as age, number of the community 
population served, and the number of years of EMS experience; however, some of these 
were collapsed into ordinal level data.
The statistical test chosen for each hypothesis depended upon the level of data of 
each variable being tested and how the specific hypothesis was developed. Hypotheses 
seeking relationships among variables used correlation statistical tests, while hypotheses 
exploring differences among variables used statistical tests that compared means. Almost 
all hypotheses were established as null hypotheses; however, a few directional 
hypotheses were written based on the combination of previous findings from the 
literature and the Tripartite Model. Two-tailed tests were conducted for all hypotheses.
Parametric tests were used with interval/ratio level data when underlying 
assumptions were met, and nonparametric tests were used with ordinal and nominal level 
data. Nonparametric tests were also used when interval/ratio level data did not meet the 
necessary assumptions. Some of those assumptions were sample size less than 30, failed 
homogeneity of variances test (or unequal variances between groups), or interval/ratio 
level data that was not normally distributed. The list of the seven primary hypotheses, 
the observed variables and their data levels, the chosen statistical tests, and detailed 
results is summarized in the Tables located in Appendix P.




The Tripartite Model of Attitudes is the background for the presentation of results 
in this chapter (refer to Figures 1.1 and 1.2 on pages 15 and 16). As discussed in Chapter 
2, the Tripartite Model of Attitudes proposes that the primary construct of attitudes is 
some combination of three supporting constructs of affect, beliefs, and behavior. Even 
though all three supporting constructs share a common variance, each will have retained 
their own unique variance and emerge as independent variables. In addition, certain 
antecedent variables will have influenced affect, beliefs and behavior.
The attitude object of focus for this study was the EMS Agenda for the Future 
with its 14 underlying attributes. Dependent variables are the averaged scores of affect, 
averaged scores of beliefs, and behaviors. Behaviors were measured and analyzed either 
as the number of executed behaviors from six possible individual behaviors (those 
behaviors believed to be performed as independent decisions of the EMS provider), or as 
describing the level of performance (multiple choice) when analyzing and comparing all 
EMS attributes. Each implies a level of attitude that is generally positive or negative. 
EMS Agenda attributes were analyzed to determine which had the more positive attitudes 
among the three constructs. Also, personal and professional characteristics were 
analyzed and compared to the measures for affect, beliefs and behavior. Both 
interval/ratio dependent variables had very good or fair internal consistency reliability 
using Cronbach’s alpha (0.93 for the beliefs measure, 0.85 for the affect measure, and 
0.61 for the 6 individual behaviors measure).
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The average beliefs score (5-point Likert-type scale) was highest for the EMS 
Agenda attribute Prevention (4.22) while the lowest was for Integration o f  Health 
Services (3.03). Likewise, the EMS Agenda attribute that produced the most positive 
affect average (7-point semantic differential scale) was Medical Direction (6.24) while 
Integration (4.92) had the lowest average. The behavior that was performed the most 
was the EMS Agenda attribute Medical Direction (88.9%), and the least performed 
behavior was represented by the EMS attribute Legislation & Regulation (19.5%). Table
4.1 ranks the EMS Agenda attributes according to their respective overall affect scores, 
beliefs scores, and the behaviors among the attributes that were performed the most.
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6.24 (.97) Medical Direction Prevention 4.22 (.71)
5.91 (1.26) Clinical Care Medical Direction 4.11 (.63)
5.73 1.27) Education Systems Evaluation 4.02 (.65)
5.72 1.46) Human Resources Legislation & Regulation 3.99 (.71)
5.65 1.35) Public Access Human Resources 3.91 (.65)
5.63 1.23) Communication Systems System Finance 3.91 (.69)
5.52 1.42) Public Education Information Systems 3.87 (.73)
5.50 1.20) Evaluation Education Systems 3.75 (.70)
5.36 1.46) Prevention Clinical Care 3.73 (.68)
5.26 1.37) Legislation & Regulation 10 Public Education 3.67 (.85)
5.15 1.70) System Finance 11 EMS Research 3.64 (.77)
5.14 1.35) EMS Research 12 Communication Systems 3.63 (.72)
5.01 1.39) Information Systems 13 Public Access 3.46 (.66)
4.92 1.45) Integration of Health Services 14
Integration of Health 
Services 3.03 (.85)
Behavior
(Multiple Choice -  dichotomized)
Rank % Yes (“ ) Rank (cont.) % Yes (n)
1 Medical Direction 88.9 (375)
9 Prevention* 61.3 (261)
2 Education Systems 87.8 (368)
10 Communication Systems 40.9 (174)
3 Clinical Care 77.5 (328)
11 Integration - Health Services* 39.6 (169)
4 Human Resources 74.4 (314)
12 Information Systems* 38.9 (165)
5 Evaluation 74.2 (314)
13 System Finance 2 26.7 (109)
6 Public Education* 70.0 (299)
14 EMS Research* 23.9 (101)
7 System Finance 1 69.4 (288)
8 62.9
15 Legislation & Regulation* 19.5 (82)
Public Access (266)
* Indicates an individual behavior
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Descriptive statistics involving the overall mean beliefs score, the overall mean 
affect score, and the 6 individual behaviors score were analyzed among personal and 
professional characteristics. Some of the higher overall affect averages were found in the 
characteristics of urban response area (5.64 out of 7), paramedics (5.64), and those who 
had read the EMS Agenda (5.63). Some of the higher overall belief averages were noted 
in females (3.88 out of 5), paramedics (3.87), and those who were aware of (3.90) and 
had read the EMS Agenda for the Future (3.98). Higher scores that described the extent 
to which EMS providers performed individual behaviors were found among those who 
were aware of and had read the EMS Agenda (4.63), the work role of educator and/or 
administrator (3.68), hospital-based EMS systems (3.34), and paramedics (3.22). Table
4.2 lists several personal and professional characteristics with their accompanying mean 
belief scores, mean affect scores and mean behaviors 6 scores.
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Table 4.2 Affect, Beliefs & Behavior Scores among
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* Indicates statistical significance at p < 0.05 level in the bivariate analysis. See Table 4.3 also.
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Results of Hypotheses
The seven primary hypotheses were analyzed using the Statistical Package for 
Social Services (SPSS). The alpha level was set at 0.05 unless otherwise noted. All 
dependent continuous variables, mean affect, mean belief, and the sum of the 6 individual 
behavior scores, had normal distributions. Therefore, parametric statistical tests were 
used with hypotheses involving all measures unless the data did not meet the underlying 
criteria that were necessary to conduct parametric tests. The variable Race was dropped 
from the analysis due to extremely limited variance between groups (Caucasian =
96.5%).
The following documentation of the results from the hypotheses is expressed in 
two main sections. Hypotheses 1,2 and 3 (first section) address personal and 
professional characteristics and how they relate to affect, beliefs and behavior.
Directional hypotheses (or null hypotheses) were written based on findings from the 
literature. If no literature was found, a null hypothesis was written. Hypotheses 4, 5 and 
6 (second section) explore the bivariate relationships between affect, beliefs and 
behavior. Directional hypotheses were written for all hypotheses based on the proposed 
theory in the Tripartite Model of Attitudes (Rosenberg et al., 1960). Both sections 
analyze each individual hypothesis and state whether the hypothesis is supported or not 
supported using the sample population of North Midwest EMS providers. Table 4.3 
provides a summary of significant results for affect, beliefs and behaviors among 
personal and professional characteristics. A discussion of hypotheses 1,2 and 3 follows.
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Table 4.3 Summary of Affect, Beliefs &Behaviors Significant Findings










Age a * * 2
Gender b * ♦ 2
Practicing State d * 1
Community Size e * 1
Community Type f * 1
Education Level g * 1
Certification Level h * * ♦ 3
# of Years Experience i * 1
# of responses / month j * * 2
Average # of hours / week k * 1
Work Status 1 * * * 3
Work Role m * * 2
EMS System Type n * 1
EMS Response Type o * * * 3
Annual # of agency responses P * 1
EMS Agenda Awareness q * * 2
Read the EMS Agenda r ♦ * 2
TOTALS 5 9 15 29
*  Significant at p < 0.05.
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Hypothesis 1: Relationships involving Affect and Antecedent Variables
Hypothesis la: There will be an inverse relationship between the age o f  the EMS 
provider and his/her affect score towards the concepts o f the EMS Agenda for the 
Future.
This directional hypothesis was written based on previous findings in the 
literature (Connolly & Viswesvaran, 2000; Rinaca et al., 1999) and the Tripartite Model 
of Attitudes (Rosenberg et al., 1960). [Other literature reported a relationship between 
age and job satisfaction (Snyder & Mayo, 1991; Yoder, 1995), but not in an inverse 
direction]. There was a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s age using Pearson’s correlation (p = .006; n = 
424; r2 = .018). As age increased, the overall affect score decreased. In this study, an 
inverse relationship exists between the age of EMS providers and their general feelings 
towards the EMS Agenda for the Future. This data supports the directional hypothesis 
and some previous research findings.
Hypothesis lb: There will be no difference in the gender o f  the EMS provider and 
his/her affect score towards the concepts o f  the EMS Agenda for the Future.
This null hypothesis was written based on previous findings in the literature 
(Bowron & Todd, 1999; Duffy et al., 1998; Hochwarter et al., 2001; Mason, 1995;
Rinaca et al., 1999; Witt & Nye, 1992). [Limited other literature reported a relationship 
between gender and job satisfaction, one declaring females having less job satisfaction 
(Federiuk et al., 1993) and the other stating females had higher job satisfaction (Sousa- 
Poza & Sousa-Poza, 2000)]. There was a significant statistical difference found in the 
analysis between the mean affect score and the EMS provider’s gender using Independent 
T-tests (p = .016; n = 427). Females (x = 5.63) were noted to have a significantly higher
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overall affect score (or feelings) about the EMS Agenda than males (* = 5.42). This data 
does not support the null hypothesis and most previous research findings.
Hypothesis lc: There will be no difference in the race o f the EMS provider and 
his/her affect score towards the concepts o f  the EMS Agenda for the Future.
This variable was not included in the inferential statistical analysis due to lack of 
variance among groups (Caucasian = 96.5%).
Hypothesis Id: There will be no difference in the practicing state o f  the EMS 
provider and his/her affect score towards the concepts o f the EMS Agenda for the 
Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s practicing state using Kruskal-Wallis H (p = 
.130; n = 428). Nonparametric statistical analysis was used since some categories (states) 
did not meet the minimal sample size of 30 to do parametric analysis. General feelings 
toward the EMS Agenda were alike among the thirteen independent North Midwest 
states. This data supports the null hypothesis.
Hypothesis le: There will be no difference between the size o f the community that 
the EMS provider serves and his/her affect score towards the concepts o f  the EMS 
Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s community population (size) using Anova (p = 
.238; n = 423). Community populations were collapsed into four groups (under 10,000;
11 -  34 K; 35 -  90 K; and over 100,000). EMS providers had the same general feelings 
toward the EMS Agenda, despite the population of the community in which they served. 
This data supports the null hypothesis.
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Hypothesis If: There will be no difference in the type o f community the EMS 
provider serves and his/her affect score towards the concepts o f  the EMS Agenda 
fo r the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s community type using Anova (p = .318; n = 
408). EMS providers who reported working in urban, suburban, rural, or a combination 
of these community types had the same general feelings toward the EMS Agenda. This 
data supports the null hypothesis.
Hypothesis lg: There will be no difference in the education level o f  the EMS 
provider and his/her affect score towards the concepts o f  the EMS Agenda fo r  the 
Future.
This null hypothesis was written based on previous findings in the literature 
(Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 1960).
There was not a significant statistical difference found in the analysis between the mean 
affect score and the EMS provider’s education level using Anova (p -  .62; n = 425). 
Despite having an educational level of high school, some college, an Associate’s degree, 
or a Bachelor’s degree or higher, EMS providers’ general feelings toward the EMS 
Agenda were alike. This data supports the null hypothesis and previous research 
findings.
Hypothesis lh: EMS providers with an advanced certification level (EMT-P) will 
more likely have a higher affect score towards the concepts o f  the EMS Agenda 
fo r the Future than EMS providers who have a certification level o f  First 
Responder, EMT-Basic, or EMT-Intermediate.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al.,
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1960). As with previous research, there was a significant statistical difference found in 
the analysis between the mean affect score and the EMS provider’s certification level 
using Anova (p = .009; n = 425). EMT-Paramedics (x = 5.64; Cl = 5.50 -  5.77) were 
found to have significantly higher positive feelings toward the EMS Agenda compared to 
First Responders (5.26), EMT-Basics (5.48) or EMT-Intermediates (5.35). This data 
supports the directional hypothesis and previous research findings.
Hypothesis li: There will be no relationship between the number o f  years o f  
experience o f  the EMS provider and his/her affect score towards the concepts o f  
the EMS Agenda for the Future.
There was not a significant statistical relationship found in the analysis between 
the mean affect score and the EMS provider’s number of years of experience using 
Pearson’s correlation (p = .144; n = 424; r2 = .005). Despite the number of years of 
experience, EMS providers generally had the same feelings about the EMS Agenda. This 
data supports the null hypothesis.
Hypothesis li: There will be no difference between the number o f  EMS responses 
made by the EMS provider in the past month and his/her affect score towards the 
concepts o f  the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s number of responses made in the past month 
using the nonparametric test Kruskal-Wallis H (p  = .064; n = 398). The original 
continuous variable was grouped into three categories -  10 or fewer responses per month, 
11 -  30 responses per month, and over 30 responses per month. The Anova revealed 
unequal variances between the groups which does not meet the necessary assumption to 
use the parametric test. Therefore, EMS providers have the same general feelings about
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
128
the EMS Agenda, despite the average number of responses made each month. This data 
supports the null hypothesis.
Hypothesis lk: There will be no difference between the average number o f  hours 
worked in a week by the EMS provider and his/her affect score towards the 
concepts o f  the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s average number of hours worked in a week 
using Anova (p = .904; n = 365). This continuous variable was collapsed into three 
groups -  under 40 hours per week, 40 -  55 hours per week, and 56 or more hours per 
week. Despite the average number of hours worked in a week, EMS providers generally 
felt the same about the EMS Agenda. This data supports the null hypothesis.
Hypothesis 11: EMS providers who are paid will more likely have higher affect 
scores toward the concepts o f  the EMS Agenda for the Future than EMS 
providers who exclusively volunteer.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s work status using Independent T-tests (p = 
.038; n = 420). This variable was grouped into two categories -  working either 
exclusively volunteer, or working as a paid EMS provider which included part-timers and 
those that worked a combination of paid and volunteer. Paid EMS providers were found 
to generally have higher affect scores about the EMS Agenda (x = 5.54) than volunteer 
EMS providers (x -  5.37). This data supports the directional hypothesis and previous 
research findings.
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Hypothesis lm: There will be no difference in the work role o f  the EMS provider 
and his/her affect score towards the concepts o f  the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s work role using Anova (p = .10; n = 415).
This variable was condensed into three categories -  educators and administrators (who 
were thought to know the most about the EMS Agenda), field EMS providers, and other 
types of providers. The same general feelings about the EMS Agenda exist among all 
types of EMS providers. This data supports the null hypothesis.
Hypothesis In: There will be no difference in the type o f  EMS system o f  the EMS 
provider and his/her affect score towards the concepts o f  the EMS Agenda fo r  the 
Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s EMS system type using Anova (p = .695; n =
414). EMS systems were grouped into 5 categories (1 -  both, volunteer & fire-based; 2 -  
exclusively volunteer and/or another combination other than fire-based; 3 -  exclusively 
fire-based and/or another combination other than volunteer; 4 -  hospital-based; 5 -  third 
municipal system, public utility, or private contracted company). The same general 
feelings about the EMS Agenda exist among EMS providers who work in different types 
of EMS Systems or a combination of those systems. This data supports the null 
hypothesis.
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Hypothesis lo: There will be no difference in the EMS system response type o f  
the EMS provider and his/her affect score towards the concepts o f  the EMS 
Agenda for the Future.
There was a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s EMS response type using Anova (p = .046; n =
415). This variable was regrouped into three categories (1 -  respond to emergencies and 
transport; 2 -  respond to emergencies but do not transport; and 3 -  respond to emergent 
and non-emergent / prescheduled situations). Twelve who answered “n/a” were dropped 
from the analysis. EMS providers who respond to and transport from emergent and 
nonemergent situations were more likely to have a higher mean affect score (x = 5.6) than 
EMS providers who respond to emergencies and transport (x = 5.47) or those who 
respond to emergencies but do not transport (jc = 5.36). This data does not support the 
null hypothesis.
Hypothesis lp: There will be no difference in the annual number o f  EMS agency 
responses o f  the EMS provider and his/her affect score towards the concepts o f  
the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean affect score and the number of annual EMS agency responses of the EMS provider 
using Kruskal-Wallis H  (p = .068; n = 363). This continuous variable was categorized 
into three groups -  under 1,000 responses per year, 1,000 -  10,000 responses per year, 
and over 10,000 responses per year. The Anova revealed unequal variances between the 
groups which does not meet the necessary assumption to use the parametric test. All 
EMS providers had the same general feelings toward the EMS Agenda, despite the
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annual number of responses of their EMS Agency. This data supports the null 
hypothesis.
Hypothesis lq: EMS providers who are aware o f  the EMS Agenda for the Future 
will more likely have a higher affect score towards the concepts o f  the EMS 
Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s awareness about the EMS Agenda for the 
Future using Independent T-tests (p = .393; n = 427). EMS providers who were aware or 
unaware about the EMS Agenda had the same general feelings about the concepts in the 
Agenda. This data does not support the directional hypothesis or previous research 
findings.
Hypothesis lr: EMS providers who have read the EMS Agenda for the Future 
will more likely have a higher affect score towards the concepts o f  the EMS 
Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was not a significant statistical difference found in the analysis between the 
mean affect score and the EMS provider’s response of having read the EMS Agenda 
using Mann-Whitney U{p = .21; n = 426). Nonparametric statistical analysis was used 
since those who responded “yes” (n = 25) did not meet the minimal sample size of 30 to 
do parametric analysis. EMS providers who had read the EMS Agenda had the same 
general feelings about the concepts in the Agenda with those providers who had not read
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the Agenda. This data does not support the directional hypothesis or previous research 
findings.
Hypothesis Is: Age, level o f  certification, work status, awareness about and 
having read the EMS Agenda for the Future will be significant predictors o f  a 
higher affect score in EMS providers in a model where they are explained 
together.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). Three dummy certification variables were created for this hypothesis and a simple 
linear regression was conducted with the dependent variable “mean affect.” The model 
was significant (p = .004; n = 411), but only the variables of age and EMT-Paramedic 
obtained statistical significance. This model explained 3.3% of the variance. This data 
partially supports the directional hypothesis and previous research findings.
The next linear regression model included all the significant variables found in the 
bivariate analyses (Hypotheses la  -  lr). Two dummy variables were created for EMS 
response type and the dummy certification variables were used again. One case was 
deleted from the analysis when SPSS identified an outlier mean affect score. The model 
was significant (p = .007; n = 405), but only gender emerged as a predictor variable of 
affect (p = .02). The variables age and EMT-Paramedic were not significant (p = .105 
and .087 respectively). This model produced an adjusted r2 of .032. When it was 
identified that certification level and work status may be multicollinear, work status was 
dropped from the model which produced a 3.4% explanation of the variance (p = .004; n 
= 408). It was also noted that the variable EMT-Paramedic became significant (p = .023) 
and the variable age had a p value of 0.056.
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The final linear regression model contained the variables that, collectively, 
produced the largest explanation for the dependent variable “mean affect.” Dummy 
variables were created and used for variables that were nominal or ordinal level data with 
three or more categories. Interval/ratio level data, transformed into groups in the 
bivariate analyses, was entered in its original continuous state in this regression. Using a 
stepwise, backward elimination approach (Mertler & Vannatta, 2002), variables were 
deleted when the adjusted r2 increased. Two antecedent variables (the average number of 
hours worked in a week and the annual number of agency responses) were not included 
in the analysis due to a sizable amount of missing data. Three cases were excluded fiom 
the analysis at various stages of the stepwise approach when SPSS identified outlier 
variables. Twelve variables remained in the final regression model and explained 7.7% 
of the variance. The model was statistically significant (p = .000; n = 372), and gender (p 
= .030), certified as an EMT-Paramedic (p = .049), the primary role as an educator or 
administrator (p = .042), serving a suburban community (p = .050), and working in the 
state of Missouri (p = .050) emerged as significant factors in the model. There was an 
inverse difference noted with the type of community served. EMS providers working in 
a suburban area were less likely to have higher affect scores about the EMS Agenda than 
EMS providers working in an urban, rural or a combination of community types. Table 
4.4 contains all variables included in this regression.
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Table 4.4 Regression Results for “Mean Affect” -  Largest explanation of the variance
Predictor Variables 
Dependent Variable: Mean Affect P
Std.
E rro r Beta Significance
Confidence 
Interval (95%)
Read the Agenda .197 .176 .059 .264 -.149 .542
Gender . 2 1 0 .096 . 1 2 1 .030 . 0 2 0 .399
Age1 -.006 .005 -.084 .186 -.016 .003
Certification Level: First Responder 
EMT -  B; EMT - 1 R E F E R E N C E
E M T - P .191 .097 .119 .049 . 0 0 1 .382
W ork Role: Others R E F E R E N C E
Field Provider .180 .104 .114 .085 -.025 .385
^Educators / Administrators .280 .137 .145 .042 .011 .549
Number of years experience -.011 .006 -.118 .093 -.024 . 0 0 2
System Response Type:
Emergent response & transports 
Emergent & nonemergent transports
R E F E R E N C E
Emergent response w/o transport -.070 .095 -.044 .460 -.257 .117
Community type: Urban; Rural
Combinations R E F E R E N C E
^Suburban -.185 .094 -.105 .050 -.371 . 0 0 0
Community size (population) 1.9727 . 0 0 0 .069 .179 . 0 0 0 . 0 0 0
North Midwest States: Wyoming R E F E R E N C E
Illinois .161 .094 . 1 0 1 .087 -.024 .346
^Missouri .387 .197 . 1 0 1 .050 . 0 0 1 .774
Adjusted r  : .077 * Significant in the regression, but not in the bivariate analysis 
Anova Significance Level: .000
n- 372 t  Significant in the bivariate analysis, but not in the regression
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Hypothesis 2: Relationships involving Beliefs and Antecedent Variables
Hypothesis 2a: There will be an inverse relationship between the age o f  the EMS 
provider and his/her beliefs score regarding the concepts o f  the EMS Agenda for  
the Future.
This directional hypothesis was written based on previous findings in the 
literature (Connolly & Viswesvaran, 2000; Rinaca et al., 1999). [Other literature reported 
a relationship between age and job satisfaction (Snyder & Mayo, 1991; Yoder, 1995), but 
not in an inverse direction]. There was a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s age using Pearson’s 
correlation (p = .043; n = 426; r2 = .01). As age increased, the overall beliefs score 
decreased. In this study, an inverse relationship exists between the age of EMS providers 
and their general beliefs regarding the EMS Agenda for the Future. This data supports 
the directional hypothesis and some previous research findings.
Hypothesis 2b: There will be no difference in the gender o f  the EMS provider and 
his/her beliefs score regarding the concepts o f the EMS Agenda for the Future.
This null hypothesis was written based on previous findings in the literature 
(Bowron & Todd, 1999; Duffy et al., 1998; Hochwarter et al., 2001; Mason, 1995;
Rinaca et al., 1999; Witt & Nye, 1992). [Limited other literature reported a relationship 
between gender and job satisfaction, one declaring females having less job satisfaction 
(Federiuk et al., 1993) and the other stating females had higher job satisfaction (Sousa- 
Poza & Sousa-Poza, 2000)]. There was a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s gender using 
Independent T-tests (p = .004; n = 429). Females were noted to have a significantly
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higher overall beliefs score (x = 3.89) regarding the EMS Agenda than males (x = 3.72). 
This data does not support the null hypothesis and most previous research findings.
Hypothesis 2c: There will be no difference in the race o f  the EMS provider and 
his/her beliefs score regarding the concepts o f  the EMS Agenda fo r  the Future.
This variable was not included in the inferential statistical analysis due to lack of 
variance among groups (Caucasian = 96.5%).
Hypothesis 2d: There will be no difference in the practicing state o f  the EMS 
provider and his/her beliefs score regarding the concepts o f  the EMS Agenda for  
the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s practicing state using Kruskal-Wallis H (p = 
.657; n = 431). Nonparametric statistical analysis was used since some categories (states) 
did not meet the minimal sample size of 30 to do parametric analysis. General beliefs 
regarding the EMS Agenda were alike among the thirteen independent North Midwest 
states. This data supports the null hypothesis.
Hypothesis 2e: There will be no difference between the size o f  the community that 
the EMS provider serves and his/her beliefs score regarding the concepts o f  the 
EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s community population (size) using Anova (p 
= .558; n = 425). Community populations were collapsed into four groups (under 10,000; 
11 -  34 K; 35 -  90 K; and over 100,000). EMS providers had the same general beliefs 
regarding the EMS Agenda, despite the population of the community in which they 
served. This data supports the null hypothesis.
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Hypothesis 2f: There will be no difference in the type o f community the EMS 
provider serves and his/her beliefs score regarding the concepts o f  the EMS 
Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s community type using Anova (p = .435; n = 
411). EMS providers who reported working in urban, suburban, rural, or a combination 
of these community types had the same general beliefs regarding the EMS Agenda. This 
data supports the null hypothesis.
Hypothesis 2g: There will be no difference in the education level o f the EMS 
provider and his/her beliefs score regarding the concepts o f the EMS Agenda for  
the Future.
This null hypothesis was written based on previous findings in the literature 
(Rinaca et al., 1999). There was not a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s education level using 
Anova (p = .768; n = 427). Despite having an educational level of high school, some 
college, an Associate’s degree, or a Bachelor’s degree or higher, EMS providers’ general 
beliefs regarding the EMS Agenda were alike. This data supports the null hypothesis.
Hypothesis 2h: EMS providers with an advanced certification level (EMT- 
Paramedic) will more likely have a higher beliefs score regarding the concepts o f 
the EMS Agenda for the Future than EMS providers who have a certification level 
o f First Responder, EMT-Basic, or EMT-Intermediate.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999). As with previous research, there was a significant 
statistical difference found in the analysis between the mean beliefs score and the EMS 
provider’s certification level using Anova (p = .023; n = 427). EMT-Paramedics (x = 
3.87; Cl = 3.78 -  3.95) were found to have significantly higher positive beliefs regarding
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the EMS Agenda compared to First Responders (x = 3.66), EMT-Basics (x = 3.72), or 
EMT-Intermediates (x = 3.79). Unlike the outcome in the bivariate analysis with affect 
(Hypothesis lh), beliefs become progressively more positive as certification increases. 
This data supports the directional hypothesis and previous research findings.
Hypothesis 2i: There will be no relationship between the number o f  years o f  
experience o f  the EMS provider and his/her beliefs score regarding the concepts 
o f the EMS Agenda for the Future.
There was not a significant statistical relationship found in the analysis between 
the mean beliefs score and the EMS provider’s number of years of experience using 
Pearson’s correlation (p = .464; n = 426; r = .001). Despite the number of years of 
experience, EMS providers generally had the same beliefs about the EMS Agenda. This 
data supports the null hypothesis.
Hypothesis 2i: There will be no difference between the number o f  EMS responses 
made by the EMS provider in the past month and his/her beliefs score regarding 
the concepts o f the EMS Agenda for the Future.
There was a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s number of responses made in the past month 
using Anova (p = .036; n = 400). The original continuous variable was grouped intc 
three categories (10 or fewer responses per month, 11 -  30 responses per month, and over 
30 responses per month). EMS providers who made over 30 responses in the past month 
have higher positive beliefs (x = 3.90) regarding the EMS Agenda than EMS providers 
who made 30 responses or less (x = 3.73 for less than 10; x = 3.75 for 11 -  30). This data 
does not support the null hypothesis.
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Hypothesis 2k: There will be no difference between the average number o f  hours 
worked in a week by the EMS provider and his/her beliefs score regarding the 
concepts o f  the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s average number of hours worked in a week 
using Anova (p = .316; n = 367). Despite the average number of hours worked in a week 
(grouped into three categories), EMS providers generally had the same beliefs regarding 
the EMS Agenda. This data supports the null hypothesis.
Hypothesis 21: EMS providers who are paid will more likely have higher belief 
scores regarding the concepts o f  the EMS Agenda for the Future than EMS 
providers who exclusively volunteer.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999). There was a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s work status using 
Independent T-tests (p = .04; n = 422). Paid EMS providers were found to have higher 
positive general beliefs (x = 3.80) regarding the EMS Agenda than volunteer EMS 
providers (x = 3.70). This data supports the directional hypothesis and previous research 
findings.
Hypothesis 2m: There will be no difference in the work role o f  the EMS provider 
and his/her beliefs score regarding the concepts o f  the EMS Agenda fo r  the 
Future.
There was a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s work role using Anova (p = .014; n = 417). 
EMS educators and administrators had higher positive general beliefs (x = 3.86) 
regarding the EMS Agenda than field providers (x = 3.78) or other types of providers (x = 
3.63). This data does not support the null hypothesis.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
140
Hypothesis 2n: There will be no difference in the type o f EMS system o f  the EMS 
provider and his/her beliefs score regarding the concepts o f the EMS Agenda for  
the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s EMS system type using Anova (p = .303; n = 
416). The same general beliefs regarding the EMS Agenda exist among EMS providers 
who work in different types of EMS Systems or a combination of those systems. This 
data supports the null hypothesis.
Hypothesis 2o: There will be no difference in the EMS system response type o f  
the EMS provider and his/her beliefs score regarding the concepts o f  the EMS 
Agenda for the Future.
There was a significant statistical difference found in the analysis between the 
mean beliefs score and the EMS provider’s EMS response type using Anova (p = .045; n 
= 417). EMS providers who respond to and transport from emergent and nonemergent 
situations were more likely to have a higher mean beliefs score (x = 3.85) than providers 
who respond to emergencies and transport (x = 3.75) or providers who respond to 
emergencies but do not transport (x = 3.70). This data does not support the null 
hypothesis.
Hypothesis 2p: There will be no difference in the annual number o f  EMS agency 
responses o f the EMS provider and his/her beliefs score regarding the concepts o f  
the EMS Agenda for the Future.
There was not a significant statistical difference found in the analysis between the 
mean beliefs score and the number of annual EMS agency responses of the EMS provider 
using Anova (p = .078; n = 365). All EMS providers had the same general beliefs toward
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the EMS Agenda, despite the annual number of responses of their EMS agency. This 
data supports the null hypothesis.
Hypothesis 2q: EMS providers who are aware o f the EMS Agenda fo r  the Future 
will more likely have higher belief scores regarding the concepts o f  the EMS 
Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999). There was a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s awareness about the 
EMS Agenda for the Future using Independent T-tests (p = .045; n = 429). EMS 
providers who were aware of the EMS Agenda had higher positive general beliefs 
regarding the concepts in the EMS Agenda. This data supports the directional hypothesis 
and previous research findings.
Hypothesis 2r: EMS providers who have read the EMS Agenda for the Future 
will more likely have higher belief scores regarding the concepts o f  the EMS 
Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999). There was a significant statistical difference found in the 
analysis between the mean beliefs score and the EMS provider’s response of having read 
the EMS Agenda using Mann-Whitney U(p = .016; n = 428). Nonparametric statistical 
analysis was used since those who responded “yes” (n = 25) did not meet the minimal 
sample size of 30 to do parametric analysis. EMS providers who had read the EMS 
Agenda had higher positive general beliefs (median = 4.02) regarding the concepts in the 
Agenda than those EMS providers who had not read the Agenda (median = 3.81). This 
data supports the directional hypothesis and previous research findings.
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Hypothesis 2s: Age, level o f certification, work status, awareness about and 
having read the EMS Agenda for the Future will be significant predictors o f  a 
higher beliefs score in EMS providers in a model where they are explained 
together.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). Dummy certification variables were used for this hypothesis and a simple linear 
regression was conducted with the dependent variable “mean beliefs.” The initial model 
was significant (p = .005; n = 413), but several cases were identified to have outlier mean 
beliefs scores. After these cases were deleted, the model was significant (p = .01; n = 
406) and explained 2.8% of the variance. However, none of the variables obtained 
statistical significance. This data does not support the directional hypothesis or previous 
research findings.
The next linear regression model included all the significant variables found in the 
bivariate analyses (Hypotheses 2a -  2r). Cases that were identified by SPSS to be 
outliers in the previous regression remained excluded. Dummy variables were created 
and used for variables that were nominal or ordinal level data with three or more 
categories. Interval/ratio level data that was transformed into groups in the bivariate 
analyses (number of responses made in the past month in Hypothesis 2j) was entered in 
its original continuous state in this regression. The model was significant (p = .001; n = 
367) with 5.9% of the variance explained. The model became stronger when the variable 
work status was removed (r2 = .064). Variables that emerged as predictors of the 
construct beliefs were gender (p = .008), and the work roles of educator / administrator (p 
= .000) and field provider (p = .010). The inverse relationship with age found in the 
bivariate analysis was almost significant with a p value of .051.
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The next regression model contained the variables that, collectively, produced the 
largest explanation for the dependent variable “mean beliefs.” Dummy variables were 
created and used for variables that were nominal or ordinal level data with three or more 
categories. Interval/ratio level data that was transformed into groups in the bivariate 
analyses was entered in its original continuous state in this regression. Using a stepwise, 
backward elimination approach (Mertler & Vannatta, 2002), variables were deleted when 
the adjusted r2 increased. Two antecedent variables, average number of hours worked in 
a week and annual number of agency responses, were not included in the analysis due to 
a sizable amount of missing data. Seven cases were excluded from the analysis at various 
stages of the stepwise approach when SPSS identified outlier variables. Fourteen 
variables remained in the final regression model and explained 9.7% of the variance. The 
model was statistically significant (p = .000; n = 355) and gender (p = .030), certification 
of EMT-Paramedic (p = .012), the work roles of educator / administrator (p = .000) and 
field provider (p = .005), serving a suburban community (p = .044), and years of 
experience (p = .009) emerged as significant factors in the model. An inverse difference 
was noted among EMS providers who served a suburban community as with EMS 
providers’ affect in Hypothesis Is (Table 4.4). EMS providers’ beliefs about the EMS 
Agenda were less likely to be positive than providers serving in urban, rural, or a 
combination of community types. Also, the number of years of experience was inversely 
related to beliefs -  as years of experience increased, beliefs scores regarding the EMS 
Agenda for the Future were more negative. Table 4.5 contains all variables included in 
this regression.
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Table 4.5 Regression Results for “Mean Beliefs” -  Largest explanation of the variance
Predictor Variables 





Read the Agenda1 .125 .103 .064 .224 -.077 .327
Gender .125 .057 .123 .030 . 0 1 2 .237
Certification Level: First Responder
EMT-B; EMT-I R E F E R E N C E
E M T - P .143 .057 .153 .012 .031 .255
Work Role: Others R E F E R E N C E
Educators/Administrators .361 .081 324 .000 . 2 0 2 .520
Field Provider .176 .062 .194 .005 .055 .297
Number of years of experience* -.009 .003 -.160 .009 -.015 - . 0 0 2
Number o f responses / montht . 0 0 0 . 0 0 0 -.034 .520 . 0 0 0 . 0 0 0
System Response Type:
Emergent response & transports 
Emergent & nonemergent transports
R E F E R E N C E
Emergent response w/o transport -.025 .055 -.027 .653 -.133 .084
Community type: Urban; Rural
Combinations R E F E R E N C E
Suburban - . 1 1 2 .055 - . 1 1 0 .044 - . 2 2 1 -.003
Community size (population) 4.3208 . 0 0 0 .027 .520 . 0 0 0 . 0 0 0
North Midwest States: Wyoming R E F E R E N C E
Michigan .104 .086 .066 .226 -.065 .273
South Dakota .147 .104 .076 .156 -.057 .352
Illinois .074 .058 .081 .198 -.039 .288
Indiana .139 .091 .082 .129 -.041 .319
Adjusted r : .097 * Significant in the regression, but not in the bivariate analysis 
Anova Significance Level: .000
3 5 5  t  Significant in the bivariate analysis, but not in the regression
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Hypothesis 3: Relationships involving 
Individual Behaviors and Antecedent Variables
Hypothesis 3a: There will be an inverse relationship between the age o f  the EMS 
provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Connolly & Viswesvaran, 2000; Rinaca et al., 1999) and the Tripartite Model 
of Attitudes (Rosenberg et al., 1960). [Other literature reported a relationship between 
age and job satisfaction (Snyder & Mayo, 1991; Yoder, 1995), but not in an inverse 
direction]. There was not a statistically significant relationship found in the age of the 
EMS provider and the extent to which the EMS provider performed behaviors related to 
the EMS Agenda for the Future using Pearson’s correlation (p = .221; n = 411). Despite 
age, EMS providers basically perform the same number of behaviors (from six Agenda 
attributes). The EMS provider’s age was not a factor to predict if he/she will perform 
behaviors related to the EMS Agenda. This data does not support the directional 
hypothesis.
Hypothesis 3b: There will be no difference in the gender o f  the EMS provider and 
the extent to which the EMS provider performs behaviors related to the EMS 
Agenda for the Future.
This null hypothesis was written based on previous findings in the literature 
(Bowron & Todd, 1999; Duffy et al., 1998; Hochwarter et al., 2001; Mason, 1995;
Rinaca et al., 1999; Witt & Nye, 1992). [Limited other literature reported a relationship 
between gender and job satisfaction, one declaring females having less job satisfaction 
(Federiuk et al., 1993) and the other stating females had higher job satisfaction (Sousa- 
Poza & Sousa-Poza, 2000)]. There was not a statistically significant difference found in
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
146
the gender of the EMS provider and the extent to which the EMS provider performed 
behaviors related to the EMS Agenda for the Future using Independent T-tests (p = .586; 
n = 414). Despite gender, EMS providers basically perform the same number of 
behaviors (from six Agenda attributes). The EMS provider’s gender was not a factor to 
predict if he/she will perform behaviors related to the EMS Agenda. This data supports 
the null hypothesis.
Hypothesis 3c: There will be no difference in the race o f  the EMS provider and 
the extent to which the EMS provider performs behaviors related to the EMS 
Agenda for the Future.
This variable was not included in the inferential statistical analysis due to lack of 
variance among groups (Caucasian = 96.5%).
Hypothesis 3d: There will be no difference in the practicing state o f  the EMS 
provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
There was a statistically significant difference found in the practicing state of the 
EMS provider and the extent to which the EMS provider performed behaviors related to 
the EMS Agenda for the Future using Kruskal-Wallis H (p  = .010; n = 415). It appears 
that Missouri had the largest behavior mean (x = 3.39; median = 3; n = 18) followed by 
Wyoming (x = 3.19; median = 4; n = 16), and Michigan had the smallest behavior mean 
(x = 1.74; median = 2; n = 31). In other words, EMS providers in Missouri and Wyoming 
responded “yes” to performing more behaviors related to the EMS Agenda than 
Michigan. Nonparametric analysis was used since there were low sample sizes in among 
some groups. This data does not support the null hypothesis.
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Hypothesis 3e: There will be no difference in the size o f  the community o f  the 
EMS provider and the extent to which the EMS provider performs behaviors 
related to the EMS Agenda for the Future.
There was a statistically significant difference found in the size of the community 
of the EMS provider and the extent to which the EMS provider performed behaviors 
related to the EMS Agenda for the Future using Anova (p = .001; n = 410). EMS 
providers who were grouped into the categories of serving in communities with 
populations of 11,000 -  34,000 (x = 2.99) and 35,000 -  90,000 (x = 3.00) were 
significantly more likely to perform behaviors related to the EMS Agenda than EMS 
providers who served in community populations fewer than 10,000 (x = 2.32) or greater 
than 100,000 (x = 2.79). This data does not support the null hypothesis.
Hypothesis 3f: There will be no difference in the community type o f the EMS 
provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
There was a statistically significant difference found in the community type of the 
EMS provider and the extent to which the EMS provider performed behaviors related to 
the EMS Agenda for the Future using Kruskal-Wallis H  (p = .002; median = 3; n = 396). 
It appears that EMS providers who served in suburban communities had the largest 
behavior mean (x = 3.12; median = 2; n = 97) while EMS providers who served in rural 
communities had the smallest behavior mean (x = 2.36; n = 212). However, the median 
was the same for suburban, urban and a combination of communities. Nonparametric 
analysis was used to test this hypothesis when the test of homogeneity revealed unequal 
variances among groups. This data does not support the null hypothesis.
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Hypothesis 3g: There will be no difference in the education level o f  the EMS 
provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
There was a statistically significant difference found in the education level of the 
EMS provider and the extent to which the EMS provider performed behaviors related to 
the EMS Agenda for the Future using Kruskal-Wallis H  (p = .002; n = 412). It appears 
that EMS providers with higher education levels (Bachelor’s Degree and above) had the 
largest behavior mean (x = 3.09; median = 3; n = 96) compared to EMS providers who 
had completed high school only (x = 2.05; median = 2; n = 59). It is also noted that the 
extent of performing behaviors progressively increases as the level of education 
increases. Nonparametric analysis was used to test this hypothesis when the test of 
homogeneity revealed unequal variances among groups. This data does not support the 
null hypothesis.
Hypothesis 3h: EMS providers with an advanced certification level (EMT- 
Paramedic) will more likely perform behaviors related to the EMS Agenda for the 
Future than EMS providers who have a certification level o f First Responder, 
EMT-Basic, or EMT-Intermediate.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was a statistically significant difference found in the certification level of 
the EMS provider and the extent to which the EMS provider performed behaviors related 
to the EMS Agenda for the Future using Kruskal-Wallis H  (p = .000; n = 413). It appears 
that EMS providers with the highest certification level (EMT-Paramedic) had the largest 
behavior mean (x = 3.22; median = 3; n = 129) compared to EMS providers who were 
First Responders (x = 1.84; median = 2; n = 63). As with education, there appears to be a 
direct relationship -  the extent of performing behaviors progressively increases as the
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level of certification increases. Nonparametric analysis was used to test this hypothesis 
when the test of homogeneity revealed unequal variances among groups. This data 
supports the directional hypothesis and previous research findings.
Hypothesis 3i: There will be no relationship between the number o f years o f  
experience o f the EMS provider and the extent to which the EMS provider 
performs behaviors related to the EMS Agenda for the Future.
There was a statistically significant direct relationship found between the number
of years of experience of the EMS provider and the extent to which the EMS provider
performed behaviors related to the EMS Agenda for the Future using Pearson’s
correlation (p = .000; n = 412; r2 = .04). EMS providers with more years of experience
were more likely to perform the individual behaviors related to the EMS Agenda. This
data does not support the null hypothesis.
Hypothesis 3i: There will be no difference in the number o f  responses made in 
the past month by the EMS provider and the extent to which the EMS provider 
performs behaviors related to the EMS Agenda for the Future.
There was a statistically significant difference found in the number of responses
made in the past month by the EMS provider and the extent to which the EMS provider
performed behaviors related to the EMS Agenda for the Future using Anova (p = .001; n
= 387). The Bonferroni ad hoc test revealed that EMS providers who responded to the
least number of calls per month (10 responses or less) were less likely to perform
behaviors related to the EMS Agenda (x = 2.38) as opposed to EMS providers who
answered 11 -  30 responses (x = 2.91) or over 30 responses (x = 3.11). It appears that as
EMS providers increase their response volume, the more likely they will perform
behaviors related to the EMS Agenda. This data does not support the null hypothesis.
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Hypothesis 3k: There will be no difference in the average number o f  hours 
worked in a week o f  the EMS provider and the extent to which the EMS provider 
performs behaviors related to the EMS Agenda fo r  the Future.
There was a statistically significant difference found in the average number of 
hours worked in a month by the EMS provider and the extent to which the EMS provider 
performed behaviors related to the EMS Agenda for the Future using Anova (p = .005; n 
= 354). The Bonferroni ad hoc test revealed that EMS providers who worked 40 -  55 
hours per week (x = 2.84) and 56 or more hours per week (x = 3.02) were significantly 
more likely to perform behaviors related to the EMS Agenda than EMS providers who 
worked under 40 hours per week (x = 2.32). Consistent with the increased response rate 
implying the increased likelihood of performing behaviors in Hypothesis 3j, as EMS 
providers worked more hours, the extent of performing behaviors related to the EMS 
Agenda also increased. This data does not support the null hypothesis.
Hypothesis 31: EMS providers who are paid will more likely perform behaviors 
related to the EMS Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was a statistically significant difference found in the working status of the 
EMS provider and the extent to which the EMS provider performed behaviors related to 
the EMS Agenda for the Future using Independent T-tests (p = .000; n = 408). EMS 
providers who were paid (x = 2.98; n = 257) were more likely to perform behaviors 
regarding the EMS Agenda than EMS providers who volunteer (x = 2.13; n = 151). This 
data supports the directional hypothesis and previous research findings.
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Hypothesis 3m: There will be no difference in the work role o f  the EMS provider 
and the extent to which the EMS provider performs behaviors related to the EMS 
Agenda for the Future.
There was a statistically significant difference found in the work role of the EMS 
provider and the extent to which the EMS provider performed behaviors related to the 
EMS Agenda for the Future using Anova (p = .000; n = 403). The Bonferroni ad hoc test 
revealed that EMS educators and administrators (x = 3.68; n -  82) were more likely to 
perform behaviors related to the EMS Agenda than field providers (x = 2.39; n = 252) or 
other type providers (x = 2.49; n = 69). This data does not support the null hypothesis.
Hypothesis 3n: There will be no difference in the type o f EMS system o f  the EMS 
provider and the extent to which the EMS provider performs behaviors related to 
the EMS Agenda for the Future.
There was a statistically significant difference found in the type of EMS system of
the EMS provider and the extent to which the EMS provider performed behaviors related
to the EMS Agenda for the Future using Kruskal-Wallis H  (p = .000; n = 403). It appears
that EMS providers who worked in a hospital-based EMS system had the largest behavior
mean (x = 3.34; median = 3; n = 50), followed by primarily fire-based EMS providers (x
= 3.02; median = 3; n = 132) compared to EMS providers who worked in a volunteer
EMS system (x = 2.15; median = 2; n = 124). Nonparametric analysis was used to test
this hypothesis when the test of homogeneity revealed unequal variances among groups.
This data does not support the null hypothesis.
Hypothesis 3o: There will be no difference in the EMS system response type o f  
the EMS provider and the extent to which the EMS provider performs behaviors 
related to the EMS Agenda for the Future.
There was a statistically significant difference found in the EMS system response 
type of the EMS provider and the extent to which the EMS provider performed behaviors
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related to the EMS Agenda for the Future using Kruskal-Wallis H (p = .005; n = 404). It
appears that EMS providers who respond to emergent situations but do not transport had
the lowest behavior mean (jc = 2.27; median = 2; n = 139), compared to EMS providers
who respond to emergent situations and transport ( j c  = 2.81; median = 3; n = 144) or EMS
providers who respond to and transport from emergent and nonemergent situations ( j c  =
2.87; median = 3; n = 121). Nonparametric analysis was used to test this hypothesis
when the test of homogeneity revealed unequal variances among groups. This data does
not support the null hypothesis.
Hypothesis 3p: There will be no difference in the annual number o f  EMS agency 
responses o f the EMS provider and the extent to which the EMS provider 
performs behaviors related to the EMS Agenda for the Future.
There was a statistically significant difference found in the annual number of
EMS agency responses of the EMS provider and the extent to which the EMS provider
performed behaviors related to the EMS Agenda for the Future using Kruskal-Wallis H
(p = .000; n = 355). It appears that EMS providers who worked in EMS agencies that
responded to less than 1,000 annual calls had the lowest behavior mean ( j c  = 2.42; median
= 2; n = 210), compared to EMS providers who worked in EMS agencies that responded
between 1,000 and 10,000 (x = 3.25; median = 3; n = 118), or more than 10,000 annual
calls ( j c  = 3.30; median = 3; n = 27). Nonparametric analysis was used to test this
hypothesis due to small group size of 10,000 annual agency responses (n = 27) and
unequal variances among groups. This data does not support the null hypothesis.
Hypothesis 3q: EMS providers who are aware o f  the EMS Agenda for the Future 
will more likely perform behaviors related to the EMS Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al.,
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1960). There was a statistically significant difference found in the analysis between EMS 
providers’ awareness about the EMS Agenda for the Future and the extent to which the 
EMS provider performed behaviors related to the Agenda using Independent T-tests (p = 
.000; n = 414). EMS providers who were aware of the EMS Agenda were more likely to 
perform behaviors related to the EMS Agenda (x = 3.83; n = 54) than those who were not 
aware of the EMS Agenda (x = 2.47; n = 360). This data supports the directional 
hypothesis and previous research findings.
Hypothesis 3r: EMS providers who have read the EMS Agenda for the Future
will more likely perform behaviors related to the EMS Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). There was a statistically significant difference found in the analysis between EMS 
providers who reported having read the EMS Agenda for the Future and the extent to 
which the EMS provider performed behaviors related to the Agenda using Mann- 
Whitney U (p = .000; n = 413). Nonparametric statistical analysis was used since those 
who responded “yes” (n = 24) did not meet the minimal sample size of 30 to do 
parametric analysis. EMS providers who reported having read the EMS Agenda were 
more likely to perform behaviors related to the EMS Agenda (x = 4.63; median = 5) than 
those who had not read the EMS Agenda (x = 2.53; median = 2; n = 389). This data 
supports the directional hypothesis and previous research findings.
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Hypothesis 3 s: Age, level o f  certification, work status, awareness about and 
having read the EMS Agenda for the Future will be significant predictors o f  
predictors in the extent to which EMS providers perform behaviors related to the 
EMS Agenda for the Future.
This directional hypothesis was written based on previous findings in the 
literature (Rinaca et al., 1999) and the Tripartite Model of Attitudes (Rosenberg et al., 
1960). As with previous regression models, dummy certification variables were use for 
this hypothesis and a simple linear regression was conducted with the dependent variable 
“Behaviors 6.” The model was significant (p = .000), and several variables obtained 
statistical significance: having read the Agenda (p = .001), having an advanced 
certification level as EMT-Intermediate (p = .002) or EMT-Paramedic (p = .001), and 
work status (p = .024). Age and awareness about the Agenda were not significant. This 
model explained 16.7% of the variance. This data partially supports the directional 
hypothesis and previous research findings.
The next regression model included all the significant variables found in the 
bivariate analyses (Hypotheses 3a -  3r). Two variables that were found significant in the 
bivariate analyses (the average number of hours worked in a week in Hypothesis 3k, and 
the annual number of agency responses in Hypothesis 3p) were not included in the 
regression analyses due to a sizable amount of missing data. Also, dummy variables 
were created and used for variables that were nominal or ordinal level data with three or 
more categories. Interval/ratio level data that was transformed into groups in the 
bivariate analyses was entered in its original continuous state in the regression models. 
The model was significant (p = .000) with 25.7% of the variance explained. Variables 
that emerged as predictors of the extent to which the EMS provider performed behaviors
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related to the EMS Agenda were having a certification level of EMT-Intermediate (p = 
.003), any type of education (some college, p = .043; Associate’s degree, p = .002; 
Bachelor’s degree or above, p = .009), and having read the EMS Agenda for the Future
(p = .008).
The final linear regression model contained the variables that produced the largest 
explanation for the dependent variable “Behaviors 6”. Beginning with all independent 
variables (except average hours worked in a week and annual agency responses), a 
stepwise, backward elimination approach (Mertler & Vannatta, 2002) was used in which 
variables were deleted as the adjusted r2 increased. The final variables that created the 
highest explanation of variance (32.9%) and achieved statistical significance were age (p 
= .000); the certification level of EMT-Intermediate (p = .015); having some college (p = 
.025) an Associate’s degree (p = .001), or a Bachelor’s degree or higher (p = .002); the 
number of years of experience (p = .000); working in a hospital-based system (p = .006); 
working in a system type that responds to emergencies but does not transport (p = .001); 
practicing in the states of Michigan (p = .013) or Iowa (p = .006); and having read the 
EMS Agenda for the Future (p = .000). The model was statistically significant at p =
.000 (n = 302). Table 4.6 represents all final variables included in the model and the 
statistics affiliated with this regression.
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Table 4.6 Regression Results for “Behaviors 6” -  Largest explanation of the variance
Predictor Variables 
Dependent Variable: Behaviors 6 B
Std.
E rro r Beta Significance
Confidence 
Interval (95%)
Read Agenda 1.473 .351 .212 . 0 0 0 .782 2.164
Age -.020 .013 -.112 . 0 0 0 -.060 -.020
Certification Level: First Responder 
EMT -  B; EMT -  P R E F E R E N C E
E M T - I .603 .245 .119 .015 .120 1.086
Education Level: High School R E F E R E N C E
Some College .562 .248 .169 .025 .073 1.051
Associate’s Degree .979 .279 .239 . 0 0 1 .431 1.528
Bachelor’s Degree & above .857 .278 .220 . 0 0 2 .310 1.404
Work Role: Others R E F E R E N C E
Field Provider -.307 .232 -.090 .188 -.765 .150
Educators / Administrators .495 .286 .123 .085 -.069 1.059
Number of responses / month .000 .001 .027 .585 -.001 .001
Number of years experience .056 .013 .273 . 0 0 0 .030 .081
Community type: Rural; Suburban
Combinations R E F E R E N C E
Urban .283 .235 .060 .228 -.179 .745
EMS System Type:
Volunteer; Fire-based; Third Service / 
Private; Volunteer Fire Departments
R E F E R E N C E
Hospital-based .689 .248 .139 .006 .200 1.178
System Response Type:
Emergent & nonemergent transports R E F E R E N C E
Emergent response & transports -.351 .198 -.104 .078 -.742 .040
Emergent response w/o transport -.686 .211 -.190 . 0 0 1 -1.101 -.271
North Midwest States: Wyoming R E F E R E N C E
Michigan -.774 .309 -.130 .013 -1.382 -.166
Minnesota .355 .304 .058 .245 -.244 .954
Wisconsin -.632 .322 -.098 .051 -1.265 .002
Iowa -.964 .349 -.135 .006 -1.651 -.277
Missouri .780 .448 .085 .083 -.102 1.662
Adjusted r2: .329 
Anova Significance Level: .000 
n: 302
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The next set of hypotheses analyzed the relationships between affect, beliefs and 
behavior among each of the 14 EMS Agenda Attributes. Table 4.7 provides a summary 
of significant relationships for hypotheses 4, 5, and 6.
Table 4.7 Summary of Relationships of Affect, Beliefs &Behaviors
Among the 14 EMS Agenda Attributes











Integration of Health Services* a * * * 3
EMS Research* b ♦ * * 3
Legislation & Regulation* c * * 2
System Finance -  1 d * * * 3
System Finance -  2 dd (n/a) * * 2
Human Resources e * 1
Medical Direction f * 1
Education Systems g * * 2
Public Education* h * * * 3
Prevention* i * * * 3
Communication Systems j * * 2
Clinical Care k ♦ 1
Information Systems* 1 * * 2
Evaluation m * * 2
Public Access n * ♦ 2
“Overall Scores” 0 * * * 3
TOTALS 15 11 9 35
* Indicates an individual behavior
#  Significant at p < 0.05
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Hypothesis 4: Relationships between Affect and Beliefs
Hypotheses 4a through 4n are all directional hypotheses that were generated from
the Tripartite Model of Attitudes (Rosenberg et al., 1960). Pearson’s Correlation was
used in each analysis.
Hypothesis 4a: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Integration 
o f  Health Services.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Integration o f  Health Services (p = .000; n = 428; r2 = .36). EMS providers with high 
affect responses about the EMS Agenda had high belief averages also. Likewise, low 
affect responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4b: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute EMS 
Research.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute EMS 
Research (p = .000; n = 428; r2 = .11). EMS providers with high affect responses about 
the EMS Agenda had high belief averages also. Likewise, low affect responses 
correlated with low beliefs averages. This data supports the directional hypothesis.
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Hypothesis 4c: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Legislation 
and Regulation.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Legislation and Regulation (p = .000; n = 428; r2 = .07). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4d: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute System 
Finance.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
System Finance (p = .000; n = 428; r2 = .30). EMS providers with high affect responses 
about the EMS Agenda had high belief averages also. Likewise, low affect responses 
correlated with low beliefs averages. This data supports the directional hypothesis.
Hypothesis 4e: There will be a direct relationship between the EMS provider's 
affect response and beliefs average under the EMS Agenda attribute Human 
Resources.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Human Resources (p = .000; n = 428; r2 = .08). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
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Hypothesis 4f: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Medical 
Direction.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Medical Direction (p = .000; n = 428; r2 = .13). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4g: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Education 
Systems.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Education Systems (p = .000; n = 428; r2 = .19). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4h: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Public 
Education.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Public Education (p = .000; n = 428; r2 = .37). EMS providers with high affect responses 
about the EMS Agenda had high belief averages also. Likewise, low affect responses 
correlated with low beliefs averages. This data supports the directional hypothesis.
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Hypothesis 4i: There will be a direct relationship between the EM Sprovider’s 
affect response and beliefs average under the EMS Agenda attribute Prevention.
There was a statistically significant direct relationship between the EMS
provider’s affect response and their beliefs average under the EMS Agenda attribute
Prevention (p = .000; n = 428; r2 = .23). EMS providers with high affect responses about
the EMS Agenda had high belief averages also. Likewise, low affect responses
correlated with low beliefs averages. This data supports the directional hypothesis.
Hypothesis 4i: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute 
Communication Systems.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Communication Systems (p = .000; n = 428; r2 = .09). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4k: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Clinical 
Care.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Clinical Care (p = .000; n = 428; r2 = .07). EMS providers with high affect responses 
about the EMS Agenda had high belief averages also. Likewise, low affect responses 
correlated with low beliefs averages. This data supports the directional hypothesis.
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Hypothesis 41: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Information 
Systems.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Information Systems (p = .000; n = 428; r2 = .19). EMS providers with high affect 
responses about the EMS Agenda had high belief averages also. Likewise, low affect 
responses correlated with low beliefs averages. This data supports the directional 
hypothesis.
Hypothesis 4m: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Evaluation.
There was a statistically significant direct relationship between the EMS
provider’s affect response and their beliefs average under the EMS Agenda attribute
Evaluation (p = .000; n = 428; r = .21). EMS providers with high affect responses about
the EMS Agenda had high belief averages also. Likewise, low affect responses
correlated with low beliefs averages. This data supports the directional hypothesis.
Hypothesis 4n: There will be a direct relationship between the EMS provider’s 
affect response and beliefs average under the EMS Agenda attribute Public 
Access.
There was a statistically significant direct relationship between the EMS 
provider’s affect response and their beliefs average under the EMS Agenda attribute 
Public Access (p = .000; n = 428; r2 = .14). EMS providers with high affect responses 
about the EMS Agenda had high belief averages also. Likewise, low affect responses 
correlated with low beliefs averages. This data supports the directional hypothesis.
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Hypothesis 4o: There will be a direct relationship between the EMS provider’s 
overall affect score and their overall beliefs score towards the EMS Agenda for  
the Future.
There was a statistically significant direct relationship between EMS providers’ 
overall mean affect score and their overall mean beliefs score (p = .000; n = 428; r =
.44). EMS providers with high affect responses about the EMS Agenda had high belief 
averages also. Likewise, low affect responses correlated with low beliefs averages. This 
data supports the directional hypothesis.
Hypothesis 5: Relationships between Affect and Behavior
Hypotheses 5a through 5n are all directional hypotheses that were generated from 
the Tripartite Model of Attitudes (Rosenberg et al., 1960). Parametric and nonparametric 
statistical tests were used in the data analysis. The multiple choice answers for behavior 
in section 3 on the survey (1 -  yes; 2 -  not yet, but plan to in the next year; 3 -  not me, 
but others in the agency do; and 4 -  no) were used in testing these hypotheses.
Hypothesis 5a: EMS providers with a higher affect response about working with 
other health services will be more likely to collaborate with other health services.
There was a statistically significant difference between the EMS provider’s affect
response towards working with other health services (Integration o f  Health Services) and
their behavior of collaboration with other health services (p = .000; n = 425). The
nonparametric statistical test Kruskal-Wallis H  was used since Anova revealed unequal
variances, a necessary underlying assumption for the use of a parametric statistical test.
This data supports the directional hypothesis.
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Hypothesis 5b; EMS providers with a higher affect response about participating 
in research will be more likely to participate in research.
There was a statistically significant difference between the EMS provider’s affect
response towards participating in research (EMS Research) and their behavior of
participation in research (p = .000; n = 420). The nonparametric statistical test Kruskal-
Wallis H  was used since Anova revealed unequal variances, a necessary underlying
assumption for the use of a parametric statistical test. This data supports the directional
hypothesis.
Hypothesis 5c: EMS providers with a higher affect response about participating 
in legislation and regulation activities will be more likely to participate in 
legislation and regulation activities.
There was a statistically significant difference between the EMS provider’s affect 
response towards participating in legislative and regulation activities {Legislation & 
Regulation) and their behavior of participation in legislative and regulation activities (p = 
.001; n = 419). The nonparametric statistical test Kruskal-Wallis //w as used since 
Anova revealed unequal variances, a necessary underlying assumption for the use of a 
parametric statistical test. This data supports the directional hypothesis.
Hypothesis 5d: EMS agencies that bill fo r transport services will more likely 
have EMS providers with a higher affect response about agencies billing for  
transport services.
There was a statistically significant difference between EMS provider’s affect 
response towards EMS agencies billing for transport services {System Finance-1) and 
their EMS agencies actually billing for transport services (p = .009; n = 413). The 
parametric statistical test Anova was used. This data supports the directional hypothesis.
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Hypothesis 5dd: EMS agencies that bill fo r nontransport services will more likely 
have EMS providers with a higher affect response about agencies billing for  
nontransport services.
There was a statistically significant difference between EMS provider’s affect 
response towards EMS agencies billing for nontransport services (System Finance-2) and 
their EMS agencies actually billing for nontransport services (p = .004; n = 406). The 
nonparametric statistical test Kruskal-Wallis //w as used since Anova revealed unequal 
variances, a necessary underlying assumption for the use of a parametric statistical test. 
This data supports the directional hypothesis.
Hypothesis 5e: EMS providers whose EMS agencies allow EMS responders from  
other areas to provide prehospital care will more likely have a higher affect 
response about EMS responders receiving reciprocity to practice anywhere in the 
US.
There was not a statistically significant difference between EMS provider’s affect 
response towards EMS responders receiving reciprocity to practice anywhere in the 
United States (Human Resources) and their EMS agencies actually allowing EMS 
responders from other areas to provide prehospital care within their agency (p = .703; n =
421). The parametric statistical test Anova was used. This data does not support the 
directional hypothesis.
Hypothesis 5f: EMS providers whose EMS agencies receive medical direction 
from an EMS-skilledphysician will more likely have a higher affect response 
about EMS agencies receiving medical direction from an EMS-skilled physician.
There was not a statistically significant difference between EMS provider’s affect 
response towards EMS responders receiving medical direction from EMS-skilled 
physicians (.Medical Direction) and their EMS agencies receiving medical direction from
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EMS-skilled physicians (p = .538; n = 421). The parametric statistical test Anova was 
used. This data does not support the directional hypothesis.
Hypothesis 5g: EMS providers whose EMS agencies provide for an EMS 
education based in the national core content will more likely have a higher affect 
response about EMS responders receiving an EMS education based in the 
national core content.
There was not a statistically significant difference between EMS providers affect 
response towards EMS responders receiving an EMS education based in the national core 
content {Education Systems) and their EMS agencies actually providing for an EMS 
education based in the national core content (p = .444; n = 418). The parametric 
statistical test Anova was used. This data does not support the directional hypothesis.
Hypothesis 5h: EMS providers with a higher affect response about educating the 
public about safety/wellness will be more likely to educate the public about 
safety/wellness.
There was a statistically significant difference between the EMS provider’s affect 
response towards educating the public about safety/wellness {Public Education) and their 
behavior of educating the public about safety/wellness (p = .000; n = 426). The 
nonparametric statistical test Kruskal-Wallis //w as  used since Anova revealed unequal 
variances, a necessary underlying assumption for the use of a parametric statistical test. 
This data supports the directional hypothesis.
Hypothesis 5i: EMS providers with a higher affect response about participating 
in illness/injury prevention activities will be more likely to participate in 
illness/injury prevention activities.
There was a statistically significant difference between the EMS provider’s affect 
response towards participating in illness/injury prevention activities {Prevention) and 
their behavior of participation in illness/injury prevention activities (p = .000; n = 424).
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The nonparametric statistical test Kruskal-Wallis //w as used since Anova revealed 
unequal variances, a necessary underlying assumption for the use of a parametric 
statistical test. This data supports the directional hypothesis.
Hypothesis 5i: EMS providers whose dispatch centers network with other 
communication systems to enable rapid exchange o f  patient information will more 
likely have a higher affect response about dispatch centers networking with other 
communication systems to enable rapid exchange o f patient information.
There was a statistically significant difference between EMS provider’s affect
response towards dispatch centers networking with other communication systems to
enable rapid exchange of patient information {Communication Systems) and their
dispatch centers actually networking with other communication systems to enable rapid
exchange of patient information (p = .000; n = 423). The nonparametric statistical test
Kruskal-Wallis H was used since Anova revealed unequal variances, a necessary
underlying assumption for the use of a parametric statistical test. This data supports the
directional hypothesis.
Hypothesis 5k: EMS providers whose EMS agencies allow for advanced 
prehospital care will more likely have a higher affect response about EMS 
responders delivering nationally standardized prehospital emergency care.
There was not a statistically significant difference between EMS provider’s affect
response towards EMS responders delivering nationally standardized prehospital
emergency care {Clinical Care) and their EMS agencies actually allowing for advanced
prehospital care (p = .798; n = 421). The parametric statistical test Anova was used. This
data does not support the directional hypothesis.
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Hypothesis 51: EMS providers with a higher affect response about EMS 
responders collecting data to develop information systems will be more likely to 
collect data to develop information systems.
There was a statistically significant difference between the EMS provider’s affect 
response towards EMS responders collection data to develop information systems 
{Information Systems) and their behavior of data collection to develop information 
systems (p = .002; n = 422). The parametric statistical test Anova was used. This data 
supports the directional hypothesis.
Hypothesis 5m: EMS providers whose EMS agencies evaluate its EMS system 
will more likely have a higher affect response about EMS agencies evaluating 
their EMS system.
There was not a statistically significant difference between EMS providers affect 
response towards EMS responders evaluating its EMS system {Evaluation) and their 
EMS agencies actually evaluating its EMS system (p = .117; n = 422). The parametric 
statistical test Anova was used. This data does not support the directional hypothesis.
Hypothesis 5n: EMS providers whose dispatch centers use a national recognized 
emergency number to provide triage to meet patient needs will more likely have a 
higher affect response about dispatch centers using a nationally recognized 
emergency number to provide triage to meet patient needs.
There was a statistically significant difference between EMS providers’ affect
response towards dispatch centers using a national recognized emergency number to
provide triage to meet patient needs {Public Access) and their dispatch centers actually
using a national recognized emergency number to provide triage to meet patient needs (p
= .009; n = 421). The parametric statistical test Anova was used. This data supports the
directional hypothesis.
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Hypothesis 5o: There will be a direct relationship between the extent to which 
EMS providers participate in individual related behaviors regarding the EMS 
Agenda and the average o f  affect responses corresponding with those behaviors.
There was a statistically significant direct relationship between the extent to
which EMS providers participated in individual related behaviors regarding the EMS
Agenda and the averaged affect responses corresponding to those behaviors (p = .000; n
= 414; r = .127). EMS providers with higher averages of affect responses to six EMS
Agenda attribute items were more likely to participate in a greater number of those
corresponding behaviors. The parametric statistical test Pearson’s correlation was used
which was significant at the 0.01 level (2-tailed). This data supports the directional
hypothesis.
Hypothesis 6: Relationships between Beliefs and Behavior
Hypotheses 6a through 6n are all directional hypotheses that were generated from the 
Tripartite Model of Attitudes (Rosenberg et al., 1960). Parametric and nonparametric 
statistical tests were used in the data analysis. The multiple choice answers for behavior 
in section 3 on the survey (1 -  yes; 2 -  not yet, but plan to in the next year; 3 -  not me, 
but others in the agency do; and 4 -  no) were used in testing these hypotheses.
Hypothesis 6a: EMS providers with a higher beliefs average under the attribute 
Integration o f  Health Services will be more likely to collaborate with other health 
services.
There was a statistically significant difference between the EMS provider’s 
beliefs average under the attribute Integration o f  Health Services and their behavior of 
collaboration with other health services (p = .000; n = 427). The parametric statistical 
test Anova was used. This data supports the directional hypothesis.
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Hypothesis 6b: EMS providers with a higher beliefs average under the attribute 
EMS Research will be more likely to participate in research.
There was not a statistically significant difference between the EMS provider’s
beliefs average under the attribute EMS Research and their behavior of participation in
research (p -  .472; n = 422). The nonparametric statistical test Kruskal-Wallis H  was
used since Anova revealed unequal variances, a necessary underlying assumption for the
use of a parametric statistical test. This data supports the directional hypothesis.
Hypothesis 6c; EMS providers with a higher beliefs average under the attribute 
Legislation and Regulation will be more likely to participate in legislative and 
regulation activities.
There was not a statistically significant difference between the EMS provider’s 
beliefs average under the attribute Legislation and Regulation and their behavior of 
participation in legislative and regulation activities (p = .275; n = 421). The parametric 
statistical test Anova was used. This data does not support the directional hypothesis.
Hypothesis 6d: EMS providers whose EMS agencies bill fo r transport services 
will more likely have a higher beliefs average under the attribute System Finance.
There was a statistically significant difference between EMS provider’s beliefs 
average under the attribute System Finance and their EMS agencies actually billing for 
transport services (p = .000; n = 415). The parametric statistical test Anova was used. 
This data supports the directional hypothesis.
Hypothesis 6dd: EMS providers whose EMS agencies bill fo r nontransport 
services will more likely have a higher beliefs average under the attribute System 
Finance.
There was a statistically significant difference between EMS provider’s beliefs 
average under the attribute System Finance and their EMS agencies actually billing for
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nontransport services (p = .001; n = 408). The parametric statistical test Anova was used. 
This data supports the directional hypothesis.
Hypothesis 6e: EMS providers whose EMS agencies allow EMS responders from  
other areas to provide prehospital care will more likely have a higher beliefs 
average under the attribute Human Resources.
There was not a statistically significant difference between EMS provider’s 
beliefs average under the attribute Human Resources and their EMS agencies actually 
allowing EMS responders from other areas to provide prehospital care (p = .283; n =
422). The parametric statistical test Anova was used. This data does not support the 
directional hypothesis.
Hypothesis 6f: EMS providers whose EMS agencies receive medical direction 
from an EMS-skilled physician will more likely have a higher beliefs average 
under the attribute Medical Direction.
There was not a statistically significant difference between EMS provider’s 
beliefs average under the attribute Medical Direction and their EMS agencies actually 
receiving medical direction from an EMS-skilled physician using Anova (p = .511; n =
422). The parametric statistical test Anova was used. This data does not support the 
directional hypothesis.
Hypothesis 6e: EMS providers whose EMS agencies provide for an EMS 
education based in the national core content will more likely have a higher beliefs 
average under the attribute Education Systems.
There not was a statistically significant difference between EMS provider’s 
beliefs average under the attribute Education Systems and their EMS agencies actually 
providing for an EMS education based in the national core content(p = .250; n = 419). 
The nonparametric statistical test Kruskal-Wallis //w as  used since Anova revealed
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unequal variances, a necessary underlying assumption for the use of a parametric 
statistical test. This data supports the directional hypothesis.
Hypothesis 6h: EMS providers with a higher beliefs average under the attribute 
Public Education will be more likely to educate the public about safety/wellness.
There was a statistically significant difference between the EMS provider’s
beliefs average under the attribute Public Education and their behavior of educating the
public about safety/wellness (p = .003; n = 427). The nonparametric statistical test
Kruskal-Wallis H  was used since Anova revealed unequal variances, a necessary
underlying assumption for the use of a parametric statistical test. This data supports the
directional hypothesis.
Hypothesis 6i: EMS providers with a higher beliefs average under the attribute 
Prevention will be more likely to participate in illness/injury prevention activities.
There was a statistically significant difference between the EMS provider’s
beliefs average under the attribute Prevention and their behavior of participation in
illness/injury prevention activities (p = .000; n = 426). The nonparametric statistical test
Kruskal-Wallis //w as  used since Anova revealed unequal variances, a necessary
underlying assumption for the use of a parametric statistical test. This data supports the
directional hypothesis.
Hypothesis 6i: EMS providers whose dispatch centers network with other 
communication systems to enable rapid exchange o f patient information will more 
likely have a higher beliefs average under the attribute Communication Systems.
There was not a statistically significant difference between EMS provider’s
beliefs average under the attribute Communication Systems and their dispatch centeis
actually networking with other communication systems to enable rapid exchange of
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patient information (p = .098; n = 425). The parametric statistical test Anova was used. 
This data does not support the directional hypothesis.
Hypothesis 6k: EMS providers whose EMS agencies allow for advanced 
prehospital care will more likely have a higher beliefs average under the attribute 
Clinical Care.
There was not a statistically significant difference between EMS provider’s 
beliefs average under the attribute Clinical Care and their EMS agencies actually 
allowing for advanced prehospital care (p = .077; n = 423). The parametric statistical test 
Anova was used. This data does not support the directional hypothesis.
Hypothesis 61: EMS providers with a higher beliefs average under the attribute 
Information Systems will be more likely to collect data to develop information 
systems.
There was not a statistically significant difference between the EMS provider’s 
beliefs average under the attribute Information Systems and their behavior of collecting 
data to develop information systems (p = .417; n = 424). The parametric statistical test 
Anova was used. This data does not support the directional hypothesis.
Hypothesis 6m: EMS providers whose EMS agencies evaluate its EMS system 
will more likely have a higher beliefs average under the attribute Evaluation.
There was a statistically significant difference between EMS provider’s beliefs
average under the attribute Evaluation and their EMS agencies actually evaluating its
EMS system (p = .002; n = 423). The parametric statistical test Anova was used. This
data supports the directional hypothesis
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Hypothesis 6n: EMS providers whose dispatch centers use a nationally 
recognized emergency number to provide triage to meet patient needs will more 
likely have a higher beliefs average under the attribute Public Access.
There was not a statistically significant relationship between EMS providers
beliefs average under the attribute Public Access and their dispatch centers actually using
a nationally recognized emergency number to provide triage to meet patient needs (p =
.440; n = 423). The parametric statistical test Anova was used. This data does not
support the directional hypothesis.
Hypothesis 6o: There will be a direct relationship between the extent to which 
EMS providers participate in individual related behaviors regarding the EMS 
Agenda and the average o f  belief responses corresponding with those behaviors.
There was a statistically significant direct relationship between the extent to
which EMS providers participated in individual related behaviors regarding the EMS
Agenda and the averaged belief responses corresponding to those behaviors (p = .000; n
= 414; r2 = .096). EMS providers with higher averages of belief responses to six EMS
Agenda attribute items were more likely to participate in a greater number of those
corresponding behaviors. The parametric statistical test Pearson’s correlation was used
which was significant at the 0.01 level (2-tailed). This data supports the directional
hypothesis.
Hypothesis 7: Relationships between 
Antecedent Variables, Affect, Beliefs, and Behavior
Hypotheses 7 a -  7e investigates relationships among the concepts in the Tripartite 
Model of Attitudes. Linear regression models were used to identify the highest 
explanation of variance for each set of variables.
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Hypothesis 7a: EMS providers ’ overall affect about the EMS Agenda for the 
Future will be predicted by their mean beliefs score when controlling for personal 
and professional characteristics that were found to be statistically significant in 
bivariate analyses.
The variable “mean affect” (maffect) was the dependent variable for this linear 
regression analysis. The foundation for the initial model was the best regression that 
produced the highest explanation of variance (7.7%) for mean affect (see Table 4.4). The 
variable “mean beliefs” (mbeliefs) was added to the model which initially produced 
49.7% explanation of the variance. After deleting several outlier cases that were 
identified by the computer program (SPSS), the adjusted r2 increased to 0.626 (p = .000; 
n = 365).
One additional regression was attempted to identify variables that produced the 
largest explanation for the dependent variable “mean affect.” The model began with a 
full data set and “mean beliefs” was included with all other independent variables (the 
two variables, average number of worked hours per week and annual number of agency 
responses, remained excluded due to the sizeable amount of missing data). Using a 
stepwise, backward elimination approach, variables were deleted when the adjusted r2 
increased. A total of seven cases were excluded from the analysis at various stages of the 
stepwise approach when SPSS identified outlier variables. The model was statistically 
significant (p = .000; n = 314) with 67.4% of the variance explained. Twenty variables 
contributed to the model and several emerged statistically significant: certified as an 
EMT-Intermediate (p = .042); working in a volunteer-based EMS system (p = .034); 
working in the states of Minnesota (p = .020), Wisconsin (p = .031), Illinois (p = .004), or 
Missouri (p = .017); and “Mean Beliefs” (p = .000). Working in the state of Missouri 
was the only variable that remained significant within both regression models. The
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certification level of EMT-Intermediate emerged as significant with “mean beliefs” in the 
model, whereas EMT-Paramedic was significant in the previous model. An urban 
community type (not significant in this model) was exchanged for the statistically 
significant suburban community type when “mean beliefs” was included as an 
independent variable. Results of this regression are found in Table 4.8.
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Table 4.8 Regression Results for “Mean Affect”
Largest explanation of the variance when “Mean Beliefs” is added
Predictor Variables
Dependent Variable: Mean Affect (maffect) P
Std.
E rro r Beta Significance
Confidence 
Interval (95%)
Read Agenda .045 .112 .014 .686 -.175 .265
Age -.003 .003 -.035 .421 -.010 .004
Certification Level: First Responder
EMT-B; EMT-P R E F E R E N C E
E M T -I -.162 .079 -.068 .042 -.318 -.006
Education Level: High School 
Some College; Associate’s R E F E R E N C E
Bachelor’s Degree & above .034 .062 .019 .584 -.088 .155
Work Role: Field Providers
Others R E F E R E N C E
Educators / Administrators -.058 .074 -.030 .438 -.204 .089
Work Status (Paid verses Volunteer) .126 .079 .074 .110 -.029 .281
Number of years experience -.007 .004 -.075 .102 -.016 .001
Community size (population) 1.0697 .000 .039 .245 .000 .000
Community type: Rural; Suburban
Combinations R E F E R E N C E
Urban .107 .078 .048 .173 -.047 .260
EMS System Type:
Fire-based; 3rd Service / Private; 
Hospital-based; Volunteer Fire Departments
R E F E R E N C E
Volunteer-based .155 .073 .095 .034 .012 .298
System Response Type:
Emergent response & transports 
Emergent & nonemergent transports
R E F E R E N C E
Emergent response w/o transport -.046 .063 -.026 .468 -.169 .078
North Midwest States: Wyoming R E F E R E N C E
Minnesota .241 .103 .085 .020 .039 .444
Wisconsin .235 .108 .078 .031 .022 .447
Illinois .204 .071 .125 .004 .065 .343
Missouri .312 .130 .083 .017 .056 .567
Kansas .216 .157 .047 .168 -.092 .525
North Dakota .178 .133 .046 .182 -.084 .440
Montana .211 .132 .056 .110 -.048 .470
Nebraska .218 .119 .064 .067 -.016 .452
Mean Beliefs 1.281 .053 .806 .000 1.177 .649
Adjusted r2: .674 
Anova Significance Level: .000 
n: 314
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Hypothesis 7b: EMS providers ’ overall beliefs about the EMS Agenda for the 
Future will be predicted by their mean affect score when controlling for personal 
and professional characteristics that were found to be statistically significant in 
bivariate analyses.
The dependent variable for this regression analysis was “mean beliefs” (mbeliefs). 
Similar to Hypothesis 7a, the initial regression model that provided the greatest 
explanation of variance (9.7%) of the dependent variable was the foundation for this 
analysis (See Table 4.5). The variable “mean affect” (maffect) was then added to the 
model which initially produced 55.8% explanation of the variance. After deleting several 
outlier cases that were identified by the computer program (SPSS), the adjusted r2 
increased to 0.590 (p = .000; n = 350).
One additional regression was attempted to identify variables that produced the 
largest explanation for the dependent variable “mean beliefs.” The model began with a 
full data set and “mean affect” was included with all other independent variables (the two 
variables, average number of worked hours per week and annual number of agency 
responses, remained excluded due to the sizeable amount of missing data). Using a 
stepwise, backward elimination approach, variables were deleted when the adjusted r 
increased. A total of eight cases were excluded from the analysis at various stages of the 
stepwise approach when SPSS identified outlier variables. The model was statistically 
significant (p = .000; n = 318) with 65.7% of the variance explained. Twenty variables 
contributed to the model and several emerged statistically significant: the primary role as 
an educator or administrator (p = .028); working in the states of Minnesota (p = .010), 
Wisconsin (p = .011), Nebraska (p = .029), or Montana (p = .029); and “mean affect” (p 
= .000). Serving in the primary role as an EMS educator or administrator was the only 
variable that remained significant within both regression models. The certification level
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of EMT-Intermediate contributed, but was not significant with “mean affect” in the 
model, whereas EMT-Paramedic was significant in the previous model. A rural 
community type (not significant in this model) was exchanged for the statistically 
significant suburban community type when “mean affect” was included as an 
independent variable. Results of this regression are found in Table 4.9.
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Table 4.9 Regression Results for “Mean Beliefs”




P Std.E rror Beta Significance
Confidence 
Interval (95%)
Read Agenda .069 .069 .035 .317 -.066 .204
Gender .053 .039 .051 .172 -.023 .129
Certification Level: First Responder
EMT-B; EMT-P R E F E R E N C E
E M T -I .066 .048 .047 .166 -.028 .160
Education Level: High School 
Some College; Bachelor’s & above R E F E R E N C E
Associate’s Degree .051 .040 .044 .197 -.027 .130
W ork Role: Others R E F E R E N C E
Field Provider .073 .046 .075 .116 -.018 .164
Educators/Administrators .129 .058 .112 .028 .014 .244
Work Status (Paid verses Volunteer) -.089 .046 -.087 .057 -.180 .003
Number of years experience .003 .002 .051 .196 -.002 .007
Community type: Urban; Suburban
Combinations R E F E R E N C E
Rural .047 .037 .051 .196 -.025 .119
EMS System Type:
Fire-based; 3rd Service / Private; 
Volunteer Fire Departments
R E F E R E N C E
Volunteer -.082 .048 -.083 .086 -.176 .012
Hospital-based -.070 .050 -.052 .158 -.168 .027
System Response Type:
Emergent response w/o transport 
Emergent & nonemergent transports
R E F E R E N C E
Emergent response & transports -.047 .034 -.050 .162 -.113 .019
North Midwest States: Wyoming R E F E R E N C E
Minnesota -.160 .062 -.093 .010 -.282 -.039
Wisconsin -.169 .066 -.093 .011 -.299 -.039
Illinois -.077 .041 -.078 .064 -.158 .004
Nebraska -.159 .072 -.077 .029 -.301 -.016
Kansas -183 .097 -.065 .060 -.374 .008
M ontana -.179 .082 -.079 .029 -.339 -.018
North Dakota -.127 .082 -.054 .121 -.287 .034
Mean Affect .484 .020 .807 .000 .444 .524
Adjusted r2: .657 
Anova Significance Level: .000 
n: 318
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Hypothesis 7c: The extent to which EMS providers perform behaviors will be 
predicted by affect when controlling for personal and professional characteristics 
that were found to be statistically significant in bivariate analyses.
The variable “behaviors 6” (behav6) was the dependent variable for this linear
regression analysis. The best regression model that produced the highest explanation of
variance (32.9%) for the six individual behaviors (see Table 4.6) was the foundation for
the initial model. The variable “mean affect 6” (affect6) that matched the corresponding
6 behaviors was then added to the model. This increased the explanation of variance to
42.7% (p =.000; n = 301).
In the continued exploration to identify other potential factors that may contribute 
to “behaviors 6” with “affect 6” as an independent variable, a second regression was 
performed beginning with a full data set and all antecedent variables (excluding the two 
variables with sizable missing data). Using a stepwise, backward elimination approach, 
variables were deleted as the adjusted r2 increased. The best regression model produced 
an r2 of 0.444 (p = .000; n = 299). Eighteen variables remained in the model and twelve 
contributed significantly: age (p = .000); certification level of EMT-Intermediate (p = 
.000); having a primary role as an educator or administrator (p = .004); an education level 
of an Associate’s Degree (p = .003) or a Bachelor’s Degree or higher (p = .006); number 
of years experience (p = .000); working in a hospital-based EMS system (p = .000) or 
responding to emergencies without transporting (p = .033); serving in the states of 
Michigan (p = .002) or Iowa (p = .019); having read the EMS Agenda for the Future (p = 
.000); and affect 6 (p = .000). Results of the regression model are listed in Table 4.10.
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Table 4.10 Regression Results for “Behaviors 6”
Largest explanation of the variance with “Affect 6”
Predictor Variables 
Dependent Variable: Behaviors 6 
(behav6)
P Std.E rror Beta Significance
Confidence 
Interval (95%)
Read Agenda 1.210 .318 .176 .000 .584 1.836
Age -.038 .009 -.227 .000 -.056 -.020
Certification Level: First Responder
EMT-B; EMT-P R E F E R E N C E
E M T - I .860 .226 .169 .000 .416 1.304
Education Level: High School R E F E R E N C E
Some College .404 .230 .123 .080 -.049 .857
Associate’s Degree .776 .261 .190 .003 .263 1.289
Bachelor’s Degree & above .706 .256 .182 .006 .202 1.210
W ork Role: Field Providers
Others R E F E R E N C E
Educators / Administrators .575 .200 .144 .004 .180 .969
Number of years experience .057 .012 .284 .000 .034 .081
Number of responses / month .000 .001 .017 .708 -.001 .001
Community type: Urban; Rural
Combinations R E F E R E N C E
Suburban .274 .174 .074 .116 -.068 .616
EMS System Type:
Volunteer-based; 3rd Service / Private; 
Fire-based; Volunteer Fire Departments
R E F E R E N C E
Hospital-based .785 .221 .160 .000 .350 1.220
System Response Type:
Emergent & nonemergent transports
R E F E R E N C E
Emergent response & transports -.216 .181 -.064 .234 -.573 .140
Emergent & nonemergent transports -.410 .191 -.115 .033 -.785 -.034
North Midwest States: Wyoming R E F E R E N C E
South Dakota -.376 .324 -.053 .247 -1.014 .262
Wisconsin -.523 .291 -.082 .074 -1.096 .051
Michigan -.856 .276 -.145 .002 -1.399 -.313
Iowa -.744 .316 -.105 .019 -1.366 -.121
Affect 6 .561 .073 .348 .000 .417 .704
Adjusted r2: .444 
Anova Significance Level: .000 
n: 299
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Hypothesis 7d: The extent to which EMS providers perform behaviors will be 
predicted by beliefs when controlling for personal and professional 
characteristics that were found to be statistically significant in bivariate analyses.
The variable “behaviors 6” (behav6) continued to be the dependent variable for 
this linear regression analysis, using the same process described in Hypothesis 7c. The 
best regression model that produced the highest explanation of variance (32.9%) for the 
six individual behaviors (see Table 4.6) was the foundation for the initial model, and the 
variable “mean beliefs 6” (beliefs6) that matched the corresponding 6 behaviors was 
added as an independent model. This increased the explanation of variance to 39.1% (p = 
.000; n = 302).
In the continued exploration to identify other potential factors that may contribute 
to “behaviors 6” with “beliefs 6” as an independent variable, a second regression was 
performed beginning with a full data set and all antecedent variables (excluding the two 
variables with sizable missing data). Using a stepwise, backward elimination approach, 
variables were deleted as the adjusted r2 increased. The best regression model produced 
an r2 of .417 (p = .000; n = 305). Seventeen variables remained in the model and twelve 
contributed significantly: age (p = .000); certification level of EMT-Intermediate (p = 
.011); having a primary role as a field provider (p = .008); an education level of some 
college (p = .001), an Associate’s Degree (p = .000) or a Bachelor’s Degree or higher (p 
= .000); number of years experience (p = .000); working in a hospital-based EMS system 
(p = .003); serving in the states of Michigan (p = .000) or Iowa (p = .001); having read 
the EMS Agenda for the Future (p = .000); and beliefs 6 (p = .000). Results of the 
regression model are listed in Table 4.11.
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Table 4.11 Regression Results for “Behaviors 6”
Largest explanation of the variance with “Beliefs 6”
Predictor Variables 
Dependent Variable: Behaviors 6 
(behav6)
P Std.E rror Beta Significance
Confidence 
Interval (95%)
Read Agenda 1.349 .309 .200 .000 .742 1.957
Age -.044 .009 -.260 .000 -.063 -.026
Gender .197 .179 .052 .272 -.155 .550
Certification Level: First Responder
EMT-B; EMT-P R E F E R E N C E
E M T - I .580 .226 .114 .011 .135 1.025
Education Level: High School R E F E R E N C E
Some College .761 .230 .231 .001 .308 1.214
Associate’s Degree 1.123 .263 .275 .000 .606 1.640
Bachelor’s Degree & above .925 .254 .239 .000 .425 1.424
W ork Role: Educators/Administrators
Others R E F E R E N C E
Field Provider -.436 .162 -.128 .008 -.756 -.117
Number of years experience .066 .012 .326 .000 .042 .090
Number of responses / month .000 .001 .030 .500 -.001 .001
Community size (population) 6.4438 .000 .011 .804 .000 .000
Community type: Urban; Suburban
Combinations R E F E R E N C E
Rural -.282 .156 -.086 .071 -.589 .025
EMS System Type:
Volunteer-based; 3rd Service / Private; 
Fire-based; Volunteer Fire Departments
R E F E R E N C E
Hospital-based .678 .222 .138 .003 .240 1.115
North Midwest States: Wyoming R E F E R E N C E
Michigan -.990 .275 -.169 .000 -1.532 -.448
Wisconsin -.470 .294 -.073 .110 -1.048 .108
Iowa -1.08 .329 -.147 .001 -1.727 -.433
Beliefs 6 .850 .125 .305 .000 .604 1.097
Adjusted r2: .417 
Anova Significance Level: .000 
n: 305
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Hypothesis 7e: The extent to which EMS providers perform behaviors will be 
predicted by affect and beliefs when controlling for personal and professional 
characteristics that were found to be statistically significant in bivariate analyses.
The final regression model attempted to identify all the variables that contributed 
the largest explanation of variance toward the dependent variable of behavior with 
constructs, affect and beliefs, in the model. Once more the variable “behaviors 6” 
(behav6) was the dependent variable for this regression, using the same initial mode1 
(highest explained variance of 32.9%) as in hypotheses 7c and 7d. When both “mean 
affect 6” (affect6) and “mean beliefs 6” (beliefs6) were added as independent variables to 
the initial regression model, the r2 increased to 0.447 (p = .000; n = 303).
In the continued exploration to identify other potential factors that may contribute 
to “behaviors 6” with “affect 6” and “beliefs 6” as independent variables, the second 
regression was performed beginning with a full data set and all antecedent variables 
(excluding the two variables with sizable missing data). Using a stepwise, backward 
elimination approach, variables were deleted as the adjusted r2 increased. The best 
regression model produced an r2 of .447 (p = .000; n = 303). Nineteen variables 
remained in the model and fourteen contributed significantly: age (p = .000); 
certification level of EMT-Intermediate (p = .000) or EMT-Paramedic (p = .044); having 
a primary role as a field provider (p = .025); an education level of Associate’s Degree (p 
= .017) or a Bachelor’s Degree or higher (p = .042); number of years experience (p = 
.000); working in a hospital-based EMS system (p = .001); serving in the states of 
Michigan (p = .000), Iowa (p = .001) or South Dakota (p = .034); having read the EMS 
Agenda for the Future (p = .000); and affect 6 (p = .000) and beliefs 6 (p = .008). Results 
of the regression model are displayed in Table 4.12.
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Table 4.12 Regression Results for “Behaviors 6”
Largest explanation of the variance to include “Beliefs 6” and “Affect 6”
Predictor Variables 
Dependent Variable: Behaviors 6 
(behav6)
P Std.E rror Beta Significance
Confidence 
Interval (95%)
Read Agenda 1.307 .302 .195 .000 .713 1.902
Age -.036 .010 -.212 .000 -.054 -.017
Certification Level: First Responder R E F E R E N C E
E M T - B .427 .227 .128 .061 -.020 .874
E M T - I 1.185 .291 .232 .000 .612 1.758
E M T - P .514 .255 .151 .044 .013 1.016
Education Level: High School
Some College R E F E R E N C E
Associate’s Degree .446 .186 .109 .017 .079 .812
Bachelor’s Degree & above .361 .177 .094 .042 .012 .711
W ork Role: Educators/Administrators
Others R E F E R E N C E
Field Provider -.357 .158 -.105 .025 -.668 -.046
Number of years experience .055 .012 .275 .000 .031 .079
Number of responses / month .000 .001 .027 .551 -.001 .001
Community size (population) 1.6538 .000 .003 .947 .000 .000
Community type: Urban; Rural
Combinations R E F E R E N C E
Suburban .251 .175 .068 .154 -.094 .596
EMS System Type:
Volunteer-based; 3rd Service / Private; 
Fire-based; Volunteer Fire Departments
R E F E R E N C E
Hospital-based .714 .216 .147 .001 .288 1.139
North Midwest States: Wyoming R E F E R E N C E
South Dakota -.673 .316 -.095 .034 -1.294 -.051
Michigan -.883 .272 -.152 .001 -1.418 -.348
Iowa -.846 .322 -.116 .009 -1.480 -.211
Wisconsin -.500 .288 -.078 .084 -1.123 .121
Affect 6 .407 .095 .253 .000 .221 .594
Beliefs 6 .437 .163 .157 .008 .116 .758
Adjusted r2: .447 
Anova Significance Level: .000 
n: 303
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Summary of Results
In the bivariate analyses of Hypotheses 1, 2, and 3, almost all of the antecedent 
variables were significant factors with the construct of behavior (Table 4.3).
Interestingly, significant factors in predicting affect and beliefs were age (inversely) and 
gender (females had higher scores), but were the only two variables that did not 
contribute to explaining behavior. Beliefs followed behavior with 9 out of 17 antecedent 
variables obtaining statistical significance with the beliefs construct, and affect had the 
least with only 5 antecedent variables contributing to the explanation of its construct.
The antecedent variables that had significant relationships with all three constructs were 
work status, certification level, and EMS response type. In other words, the most positive 
attitudes were found among paid EMT-Paramedics who provided both emergent and 
nonemergent services and transports.
Hypotheses 4, 5 and 6 are more closely related to the theory than hypotheses 1,2 
and 3, which compared the three attitudinal constructs with each other. Hypotheses 4, 5 
and 6 were written as directional hypotheses as proposed by the Tripartite Model of 
Attitudes. The bivariate analyses between all three constructs (affect and beliefs, beliefs 
and behaviors, and affect and behaviors in Hypotheses 4, 5, and 6) were performed for 
each of the 14 EMS Agenda attributes, thus 14 separate tests of every combination of two 
constructs within the Tripartite Model (Table 4.7). The relationship between affect and 
beliefs were significant in all 14 bivariate models, and explained 44% of the variance 
when both overall scores were analyzed (Hypothesis 4o). The relationship between 
affect and behaviors were significant in 11 out of 15 items (2 questions represented the 
behavior construct for the EMS Agenda attribute System Finance), and the relationship
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between beliefs and behaviors were significant in only 9 out of 15 items. The correlation 
between the extent to which the six individual behaviors were performed and the affect 
average corresponding to those behaviors shared 12.7% of the variance (Hypothesis 5o), 
while the correlation between the extent to which the individual behaviors were 
performed and the beliefs average corresponding to those behaviors shared 9.6% of the 
variance (Hypothesis 6o). This data suggests that, among the three constructs of 
attitudes, the extent to which EMS providers would perform behaviors are more closely 
related to EMS providers’ feelings about those behaviors than their beliefs.
In the analyses of the regression models involving the relationships of antecedent 
variables among the three main constructs, personal and professional characteristics 
contributed most to the explanation of the variance in the construct of behavior (32.9% in 
Hypothesis 3s; Table 4.6). Statistical significance was found among eight antecedent 
variables. Only 7.7% and 9.7% of the variance was explained when antecedent variables 
were analyzed with the constructs of affect and beliefs respectively. The regression 
model in which the mean affect score was the dependent variable (Hypothesis Is; Table 
4.4), five antecedent variables obtained statistical significance, and five antecedent 
variables obtained statistical significance in the regression in which mean beliefs score 
was the dependent variable (Hypothesis 2s; Table 4.5). Four out of five personal and 
professional characteristics were the same for both affect and beliefs (gender, work role, 
community type, and certification level). Certification level was the only antecedent 
variable that obtained statistical significance among all three constructs. Table 4.13 
provides a summary of the final, best fit regression models involving antecedent variables 
and each main construct.
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Table 4.13 Summary of Regression Analyses










Practicing State * ✓ *
Community Size (Population) ✓ ✓
Community Type * * ✓
Education Level *
Certification Level * * *
# of Years Experience ✓ * *
# of responses / month ✓ ✓
Average # of hours / week (n/a) (n/a) (n/a)
Work Status
Work Role * * ✓
EMS System Type *
System Response Type ✓ ✓ ♦
Annual # of agency responses (n/a) (n/a) (n/a)
Awareness of EMS Agenda
Read the EMS Agenda ✓ S *
Explanation of variance 
(Adjusted r2) 7.7% 9.7% 32.9%
* Significant at p< 0.05.
S  Variable included in the regression model, but not significant.
(n/a) Variables excluded from regression models due to sizable amount of missing data.
Spaces indicate variables dropped from the regression models using stepwise backward elimination.
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Explained variances increased considerably when a main construct variable was 
added as independent variables to the simple regression models (Hypotheses 7a -  e). As 
mentioned, antecedent variables contributed 7.7% to the explanation of affect in 
Hypothesis Is (Table 4.4). When the main construct variable “mean beliefs” was added, 
the explanation of variance increased to 67.4% (Hypothesis 7a; Table 4.8). Likewise, 
antecedent variables contributed 9.7% to the explanation of beliefs in Hypothesis 2s 
(Table 4.5), but increased to 65.7% when the main construct variable “mean affect” was 
added (Hypothesis 7b; Table 4.9). Even though antecedent variables somewhat 
contributed to explaining attitudes (as measured by affect and beliefs), the greater 
explanation lies within the synergistic combination of affect and beliefs.
Explained variances also increased among the dependent variable “Behaviors 6” 
when “Affect 6” and “Beliefs 6” were added (Hypotheses 7c -  e; Tables 4.10 -  4.12). 
However, the increase was much less compared to the increases noted between affect and 
beliefs. Antecedent variables contributed 32.9% to the explanation of behavior in 
Hypothesis 3s (Table 4.6), but only increased to 44.7% when both affect and beliefs were 
added to the regression model in Hypothesis 7e (Table 4.12). This may be due to the 
type of measures for behavior collected, and is discussed in depth later in this chapter. 
Overall these findings suggest that the explanation of the construct of attitudes is 
stronger, either positively or negatively, when more than one supporting construct is 
measured. Table 4.14 summarizes significant antecedent and main construct variables of 
best fit regression models, and their percentages of explained variances.
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Table 4.14 Summary of Regression Analyses









Age ✓ * * *
Gender ✓ ✓
Practicing State * ♦ * ♦ ♦
Community Size (Population) ✓ ✓ ✓
Community Type ✓ ✓ ✓ ✓
Education Level ✓ ✓ * * *
Certification Level * ✓ ♦ * ♦
# of Years Experience ✓ ✓ * * ♦
# of responses / month ✓ ✓ ✓
Average # of hours / week (n/a) (n/a) (n/a) (n/a) (n/a)
Work Status ✓ ✓
Work Role ✓ * ♦ * *
EMS System Type * ✓ * * *
System Response Type ✓ ✓ ✓
Annual # of agency responses (n/a) (n/a) (n/a) (n/a) (n/a)
Awareness of EMS Agenda
Read the EMS Agenda ✓ ✓ * * *
Mean Affect (n/a) * (n/a) (n/a) (n/a)
Mean Beliefs * (n/a) (n/a) (n/a) (n/a)
Affect 6 (n/a) (n/a) * (n/a) *
Beliefs 6 (n/a) (n/a) (n/a) ♦ ♦
Explanation of variance 
(Adjusted r2) 67.4% 65.7% 44.4% 41.7% 44.7%
* Significant at p <  0.05.
S Variable included in the regression model, but not significant.
(n/a) Variables excluded from regression models due to sizable amount of missing data.
Spaces indicate variables dropped from the regression models using stepwise backward elimination.




The leadership of the Emergency Medical Services profession has presented a 
vision through the EMS Agenda for the Future. This vision suggests a considerable role 
change for EMS providers. The attitudes and perspectives of EMS providers are 
important components in the success of the implementation of the EMS Agenda and its 
overall contribution to the healthcare system. The Tripartite Model of Attitudes offers a 
viable theoretical framework to explore EMS providers’ attitudes toward the concepts of 
the EMS Agenda for the Future. This study has provided strong support for the Tripartite 
Model of Attitudes. The constructs of the model are the strongest predictors of each 
other, yet each emerged as it own independent construct. This chapter 1) examines the 
relationships of the constructs with personal and professional characteristics; 2) discusses 
the relationships of the constructs with each other; 3) discusses the extent to which the 
results support the Tripartite Model of Attitudes; and 4) offers recommendations in areas 
of research, education, the EMS profession and future health policy.
Although this research provides many insights about the relationships among 
constructs in the Tripartite Model of Attitudes and about EMS providers’ attitudes toward 
the EMS Agenda for the Future, interpretation of the results of hypothesis testing should 
be approached with caution. Less than half of EMS providers returned surveys (34%) 
which were also limited to one geographical area. Providing only one statement item for 
each attribute in the affect and behavior sections of the survey may not have captured the 
entire vision of the specific attribute. Also, response bias could exist with self-reported 
responses, particularly when behaviors representing the EMS Agenda are not directly
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observed. Finally, since awareness of and having read the EMS Agenda for the Future 
was extremely limited among EMS providers, only inferences of EMS providers’ 
attitudes toward the concepts of the EMS Agenda can be made.
Examination and Discussion of Personal and Professional Characteristics 
Among Affect, Beliefs and Behavior
The following section will review demographic areas described in Chapter II, and 
analyze their relationship and consistency among the three main constructs in the 
Tripartite Model of Attitudes.
Age and Experience. As mentioned, age had a weak, but statistically significant 
inverse relationship with affect and beliefs in the bivariate analyses, but was one of two 
antecedent variables that was not statistically significant with behavior. In the regression 
models, age was included (but was not statistically significant) when affect was the 
dependent variable (Hypotheses Is and 7a), but failed to be included in the regression 
models when beliefs was the dependent variable (Hypotheses 2s and 7b). The age of 
EMS providers had minimal impact on the EMS providers’ affect or beliefs towards the 
EMS Agenda for the Future, particularly when other personal and professional 
characteristics were measured. Inversely, age was not statistically significant with 
behavior in the bivariate analysis, but emerged as a statistically contributing factor in all 
regression models with behavior as the dependent variable, even when other person? 1 and 
professional characteristics were measured (Hypotheses 3s and 7c - e).
Some literature reported a correlation between age and the number of years of 
experience or tenure (Hochwarter et al., 2001; Martin & Bennett, 1996; Yoder, 1995). 
Further investigation revealed that these two variables in this study did indeed have a
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direct relationship using Pearson’s Correlation (p = .000; n = 423) with a 30% shared 
variance. The variable number of years of experience obtained statistical significance in 
the regression analyses to help explain beliefs and behavior (Hypotheses 2s and 3s), and 
was included (but not significant) in the regression model to explain affect (Hypothesis 
Is). In addition, statistical significance was obtained with the number of years of 
experience (as well as age) in the final regression models with behavior as the dependent 
variable (Hypothesis 7c, 7d, and 7e). However, contradictory to the direct relationship 
noted between age and years of experience in this study and in other literature (Yoder, 
1995), age had an inverse relationship with behavior while number of years of experience 
had a direct relationship with behavior. In other words, as the extent to which EMS 
providers performed behaviors related to the EMS Agenda for the Future increased, the 
number of years of experience increased, but age decreased. Therefore younger, yet 
more experienced EMS providers of the north Midwest region are more likely to perform 
behaviors related to the EMS Agenda. More research in the area would help explain this 
phenomenon.
Gender. Like the variable age, gender was found statistically significant with 
dependent variables affect and beliefs in the bivariate analysis, but not with behavior. 
Females had higher affect and belief scores than males. As expected, gender obtained 
statistical significance in the regression models with affect (Hypothesis 1 s) and beliefs 
(Hypothesis 2s) when all other antecedent variables were measured. However, gender 
was only included and did not obtain statistical significance in two out of the five 
regression models involving at least two main constructs (Hypotheses 7b and 7d). This 
implies that a combination of EMS providers’ affect, beliefs and/or behaviors lends to the
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explanation of their attitudes towards the EMS Agenda for the Future better than whether 
the EMS provider is male or female.
Previous literature has reported mixed results regarding gender and attitudes (i.e. 
job satisfaction), one reporting females were more satisfied (Sousa-Poza & Sousa-Poza, 
2000) and another reporting females were less satisfied (Federiuk et al., 1993). The 
findings in this study support the majority of literature reporting no statistical difference 
among males and females (Duffy et al., 1998; Fogarty et al., 1999; Mason, 1995; Witt & 
Nye, 1992), including the previous similar study (Rinaca et al., 1999).
Education Level. The education level of EMS providers in this study was not 
statistically significant in the bivariate analyses with affect and beliefs as dependent 
variables, but contributed (not statistically) in the multivariate analyses with affect and 
beliefs. Education was statistically significant in all bivariate and multivariate analyses 
involving behavior as the dependent variable (Hypotheses 3g, 3s, and 7c -  e). All levels 
of education, compared to high school level as a reference, obtained statistical 
significance in all regressions when behavior was the dependent variable. It appears that 
having a degree, either an Associate’s, Bachelor’s or above significantly contributes 
toward explaining behavior. Having some college also emerged as a significant 
contributing factor to explain behavior when beliefs was added as an independent 
variable (Hypothesis 7d). Rinaca et al. (1999) reported no statistical difference in 
education levels among EMS providers in a similar study (equivalent to the beliefs 
measure in this study). According to this study, however, EMS providers who obtain 
higher education levels, particularly those who complete a degree program, are more
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likely to perform behaviors related to the EMS Agenda. Table 5.1 summarizes regression 
analyses regarding education levels and the direction of the relationships.
Table 5.1 Summary of Education Levels in Regression Models
Education Level




Some College (+) 
Associate’s Degree (+) 
Bachelor’s & Above (+)
Combinations 
DV IV
7a Affect Beliefs Bachelor’s & Above (+)
7b Beliefs Affect Associate’s Degree (+)
7c
Behavior
Affect Associate’s Degree (+) Bachelor’s & Above (+) Some College (+)
7d Beliefs
Some College (+) 
Associate’s Degree (+) 
Bachelor’s & Above (+)
7e AffectBeliefs
Associate’s Degree (+) 
Bachelor’s & Above (+)
Certification Level. The level of certification obtained statistical significance in 
all bivariate and almost all multivariate statistical tests (Hypotheses 1 -  3h, 1 -  3s, and 7c 
-  e). Certification level was included in the regression model in which beliefs was the 
dependent variable and affect was added as an independent variable, but did not obtain 
statistical significance (Hypothesis 7b). Similar to education level, EMS providers with 
an advanced certification level (EMT -  Intermediate or EMT -  Paramedic) significantly 
contributed to the explanation of their attitudes. In other words, EMS providers who
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and beliefs about the EMS Agenda, and performed behaviors related to the EMS Agenda 
more often than basic-trained EMS providers (First Responders and EMT -  Basic). This 
data supports the findings reported in the similar study in which Rinaca et al. (1999) 
found a statistically significant difference in attitudes (beliefs) among EMT -  
Paramedics. However, a negative relationship was noted with the dependent variable 
affect when beliefs was added as an independent variable in the regression model 
(Hypothesis 7a). Further investigation revealed that mean affect scores of EMT -  
Intermediates were less than mean affect scores of EMT -  Basics (x = 5.3492 and 
5.4847). Additional research in this area is needed to help explain this phenomenon. 
Table 5.2 summarizes regression analyses regarding certification levels and the direction 
of the relationships.
Table 5.2 Summary of Certification Levels in Regression Models
Certification Level
Dependent Variable Significant Factors Included (not significant)
Is Affect EMT -  Paramedic (+)
2s Beliefs EMT -  Paramedic (+)
3s Behavior EMT -  Intermediate (+)
Combinations 
DV IV
7a Affect Beliefs EMT -  Intermediate (-)
7b Beliefs Affect EMT -  Intermediate (+)
7c
Behavior
Affect EMT -  Intermediate (+)
7d Beliefs EMT -  Intermediate (+)
7e AffectBeliefs
EMT -  Intermediate (+) 
EMT - Paramedic (+) EMT -  Basic (+)
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Primary Work Role. Some work roles have been reported to contribute toward 
the attitudes of job satisfaction (Snyder & Mayo, 1991; Yoder, 1995). In this study, EMS 
provider work roles included educators / administrators, field providers, and other types 
of providers. The primary work roles of EMS providers remained in all multivariate 
analyses, and emerged as a significant factor in all but two regression models (Hypothesis 
3 s and 7a). Interestingly, the role of educator or administrator (as opposed to field 
provider or other) emerged as the significant predicting factor when affect and beliefs 
were the dependent variables, and the role of field provider was the significant predicting 
factor when behavior was the dependent variable and beliefs and/or affect were 
independent variables. Additionally, the educator / administrator role was positively 
related in explaining affect and beliefs (and behavior when affect was included as an 
independent variable) toward the EMS Agenda, while the extent to which field providers 
performed behaviors regarding the EMS Agenda was inversely related. According to this 
study, 1) EMS educators and administrators had stronger positive feelings and beliefs 
about the EMS Agenda, and 2) EMS field providers did not perform EMS Agenda- 
related behaviors, despite their significant positive-related beliefs towards the EMS 
Agenda. One explanation for this may be that educators and administrators are the 
“preachers” or “policy enforcers” who feel strongly about and believe in the Agenda, but 
the field providers are the ones who have the opportunity to be the actual “doers” who 
perform (or not perform in this case) the behaviors. Table 5.3 summarizes regression 
analyses regarding certification levels and the direction of the relationships.
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Table 5.3 Summary of Work Role in Regression Models
Work Role
Dependent Variable Significant Factors Included (not significant)
Is Affect Educator / Administrator (+) Field Provider (+)
2s Beliefs Educator / Administrator (+) Field Provider (+)
3s Behavior Educator / Administrator (+) Field Provider (-)
Combinations 
DV IV
7a Affect Beliefs Educator / Administrator (-)
7b Beliefs Affect Educator / Administrator (+) Field Provider (+)
7c
Behavior
Affect Educator / Administrator (+)
7d Beliefs Field Provider (-)
7e AffectBeliefs Field Provider (-)
Work Status. The work status of the EMS provider in this study refers to whether 
the EMS provider volunteers or is paid when EMS services are rendered. Rinaca et al. 
(1999) reported that paid EMS providers were more likely to agree with the Agenda (ie 
having higher affect, beliefs, and behavior scores) than volunteer EMS providers. In this 
study, work status was statistically significant in the bivariate analyses of all three 
constructs. Paid EMS providers had higher affect, beliefs and behavior scores regarding 
the EMS Agenda than volunteer EMS providers. However, work status was included in 
only two out of the eight regression models (Hypotheses 7a and 7b), contributing to the 
explanation of affect and beliefs, and did not obtain statistical significance in either 
regression. It was suspected that most paid EMS providers had the higher certification 
level as an EMT -  Intermediate or EMT -  Paramedic, which was also a statistically
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significant primary factor with all three constructs. An examination with Crosstabs 
revealed that 91.4% EMT -  Paramedics and 71.7% EMT -  Intermediates were paid 
providers. Conversely, 71.8% First Responders were volunteers. It appears that having 
an advanced certification level of EMT-Intermediate or EMT-Paramedic was a stronger 
predicting factor than if the EMS provider was paid or volunteered. In this study, the 
certification level of the EMS provider contributes to explaining their attitudes towards 
the EMS Agenda for the Future better than the EMS provider’s work status.
Exposure / Response Volume. This variable represents the general amount of 
time the EMS provider works in providing EMS services. It was thought that the more 
exposed an EMS provider was to performing EMS activities, the more likely he/she may 
be dedicated to the profession and to advancing healthcare in the community, i.e. have 
stronger feelings and beliefs about the EMS Agenda, and perform behaviors regarding 
the Agenda more often. Initially three items measured this variable, but two were 
dropped from the multivariate analysis due to lack of data (average number of hours 
worked per week and annual number of agency responses). The number of responses per 
month made by the EMS provider was a variable that was included in five of the eight 
regression models (Hypotheses 2s, 3 s, and 7c -  e), but never obtained statistical 
significance. It was noted in the bivariate analysis, however, that as the number of 
responses per month increased, so did affect, belief and behavior scores.
Another way exposure was measured was in the number of years of experience by 
the EMS provider. As discussed, the number of years of experience was included in all 
the regression models and obtained significance in five (Hypotheses 2s, 3s, and 7c -  e). 
Interestingly, these were the same models in which the number of responses made per
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month was included. Similarly, the remainder regression models in which the number of 
years of experience was included and did not obtain statistical significance, w'ere the 
same models that did not include the variable number of responses per month. Therefore, 
it appears that the number of years of experience by the EMS provider is a stronger 
predicting factor (or a better measure) of attitudes than number of responses per month. 
According to this study, EMS providers with more years of experience had stronger 
positive feelings and beliefs about the EMS Agenda and performed more behaviors 
related to the Agenda than those with less experience, despite their response volume.
EM S System and Response Type. EMS systems are complicated and generally 
fragmented. Many are developed in a point of time to meet certain community needs, 
and sometimes the development is politically-driven. Most have different combinations 
of several characteristics. Two variables attempted to identify characteristics about the 
type of EMS system with which the EMS provider served.
The variable EMS system type was included in six of the eight regression models. 
Hospital-based EMS systems emerged as a significant predicting factor in all regression 
analyses where behavior was the dependent variable (Hypotheses 3s and 7c -  e). In other 
words, EMS providers who functioned in hospital-based EMS systems performed more 
behaviors related to the EMS Agenda than EMS providers who worked in other types of 
EMS systems. However, the response of hospital-based EMS system by the EMS 
providers could have been interpreted in several different ways. Respondents who 
indicated that they functioned in a hospital-based EMS system may either work on an 
ambulance or work in an area of the hospital such as the emergency department. Many 
hospitals hire EMS providers as emergency department technicians or as the observers of
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heart monitors in other areas of the hospital. These EMS providers may be more likely to 
perform behaviors related to the EMS Agenda such as public education, prevention, and 
integration with other health services, because of the attitudes and perspectives of 
surrounding healthcare providers (i.e nurses and doctors) who tend to also perform 
similar behaviors in their own professions.
Related to the EMS system type is the EMS response type. Even though the EMS 
response type was also included in six of the eight regression models, it emerged as a 
significant predicting factor in only one regression explaining behavior (Hypothesis 3 s). 
The degree to which EMS providers functioned in a system that responds to emergencies, 
but do not transport was inversely related to the extent to which those providers 
performed behaviors related to the EMS Agenda. In other words, EMS providers who 
responded to emergencies without transporting (such as first responder, fire-based 
personnel) were less likely to perform EMS Agenda-related behaviors.
A similar situation to the hospital-based EMS system type may exist to help 
explain the inverse relationship of the variable system response type. Many EMS 
providers who respond to emergencies but do not transport are those functioning in a fire- 
based EMS system. A fire company or engine may be sent to resolve an emergent 
situation, or just stand by until a transporting medic unit arrives. These personnel tend to 
have an “aggressive” or “reactive” approach to situations, including those involving 
illness and injuries. Therefore, EMS providers who respond to emergencies without 
transporting are generally surrounded by other firefighters who have reactive-type 
attitudes and perspectives, and may be less likely inclined to perform activities such as
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public education, prevention, integration with other health services, and other EMS 
Agenda-related behaviors.
Table 5.4 Summary of EMS System Type in Regression Models
EMS System Type
Dependent Variable Significant Factors Included (not significant)
Is Affect
2s Beliefs
3s Behavior Hospital-based (+)
Combinations 
DV IV
7a Affect Beliefs Volunteer-based (+)




7d Beliefs Hospital-based (+)
7e AffectBeliefs Hospital-based (+)
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Table 5.5 Summary of System Response Type in Regression Models
System Response Type
Dependent Variable Significant Factors Included (not significant)
Is Affect Emergent w/o transport (-)
2s Beliefs Emergent w/o transport (-)
3s Behavior Emergent w/o transport (-) Emergent w/transport (-)
Combinations 
DV IV
7a Affect Beliefs Emergent w/o transport (-)
7b Beliefs Affect Emergent w/transport (-)
7c
Behavior
Affect Emergent w/o transport (-) Emergent w/transport (-)
7d Beliefs
7e AffectBeliefs
One final, unusual phenomenon was noted -  EMS providers who functioned in 
volunteer-based EMS systems emerged as a significant predicting factor of affect when 
beliefs was included in the regression model as a dependent variable (Hypothesis 7a). It 
is generally thought that people who volunteer in their spare time and participate in the 
delivery of healthcare services, as well as become educated and trained in this area, must 
care about the health and welfare of people and their community, thus displaying sincere 
feelings or affect. However, as one may expect, volunteers had lower individual behavior 
scores than other EMS system providers. This may be due to the limited time providing 
EMS services as a volunteer because the “compensating job” (as well as family, home 
chores, etc.) is probably the priority. Another possible reason may relate to the extent of
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volunteerism where the EMS provider volunteered to help in a specific way and doesn’t 
want to learn about or perform other duties.
Community Size, Community Type, and Practicing State. These three variables 
describe the environment or community in which the EMS provider served. Each 
variable obtained statistical significance with the dependent variable behavior in the 
bivariate analyses, but none were significant with dependent variables affect or beliefs. 
Community size was included in five of the eight regressions, but was never statistically 
significant. Community type was included in all regression models, but only obtained 
statistical significance with dependent variables affect and beliefs (Hypotheses 1 s and 
2s). The suburban community type emerged as the predicting factor in both regressions, 
inversely related to affect and to beliefs. EMS providers who served in a suburban 
community felt less positive and had less positive beliefs about the EMS Agenda for the 
Future than EMS providers who served in urban, rural or a combination of community 
types. One explanation could be that citizens living in suburban areas may have greater 
access to healthcare services and less need for EMS personnel to provide healthcare 
services. EMS providers may feel and believe that “behaviors” such as integration, 
prevention and public education should be left to the other healthcare professionals.
Table 5.6 summarizes regression analyses regarding community type and the direction of 
the relationships.
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Table 5.6 Summary of Community Type in Regression Models
Community Type
Dependent Variable Significant Factors Included (not significant)
Is Affect Suburban (-)
2s Beliefs Suburban (-)
3s Behavior Urban (+)
Combinations 
DV IV
7a Affect Beliefs Urban (+)




7d Beliefs Rural (-)
7e AffectBeliefs Suburban (+)
Statistically significant differences were found among certain states in the north 
Midwest region. The variable practicing state was included in all eight regression 
models, and obtained statistical significance in seven of them. However, the direction of 
the significant relationships varied among the dependent variables. In this study, direct 
(positive) relationships were most common when affect was the dependent variable 
(Hypotheses Is and 7a), and an inverse (negative) relationship was noted more often 
when beliefs and behavior were the dependent variables (Hypotheses 2s, 3 s, and 7b -  e). 
Missouri and Minnesota were the states that had the most significant direct relationships 
-  EMS providers serving in the state of Missouri felt more positive (had higher affect 
scores) about the EMS Agenda for the Future and performed more behaviors related to 
the Agenda than EMS providers serving in other states. Iowa and Michigan were the
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states that had the most significant inverse relationships -  EMS providers serving in both 
these states did not perform behaviors related to the EMS Agenda as much as EMS 
providers serving in other states. To identify specific reasons why these significant 
relationships exist among certain states warrants further investigation and research.
Tables 5.7a and 5.7b summarize regression analyses regarding EMS providers’ practicing 
states in the north Midwest region and the direction of those relationships.
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Table 5.7a Summary of North Midwest States in Regression Models
North Midwest States
Dependent Variable Significant Factors Included (not significant)
Is Affect Missouri (+) Illinois (+)
2s Beliefs
Michigan (+) 






























Affect Michigan (-) Iowa (-)
South Dakota (-) 
Wisconsin (-)
7d Beliefs Michigan (-) Iowa (-) Wisconsin (-)
7e AffectBeliefs
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Table 5.7b Summary of North Midwest States in Regression Models
State:
Affect Beliefs Behavior
Affect Beliefs Behavior Behavior Behavior
Beliefs Affect Affect Beliefs
Affect
Beliefs
Illinois ✓+ * + V
Indiana
Iowa * ' *" * ' *
Michigan ✓+ * * ' * * '
Missouri * + * + * +
Minnesota ✓+ * + * +
Montana
Kansas ✓+ ✓
South Dakota ✓+ ✓-
North Dakota ✓+ </-
Nebraska * '
Wisconsin s - * + *" V V V
*  Significant at p < 0.05.
V Variable included in the regression model, but not significant.
Awareness about and having Read the EM S Agenda. Previous literature has 
reported a direct relationship between attitudes and having had exposure to the attitudinal 
object (Breckler, 1983; Farley & Stasson, 2003; Lemer et al., 2003; Rinaca et al., 1999). 
As mentioned, only 12.7% (n = 55) of EMS providers in the north Midwest region said 
they knew about the EMS Agenda, and 5.8% (n = 25) reported having read the EMS 
Agenda. Both awareness and having read the EMS Agenda obtained statistical 
significance with beliefs and behavior in the bivariate analysis, but not with affect. 
Awareness was dropped from all regression models in the multivariate analyses. Having 
read the EMS Agenda was included in all regression models, but only obtained statistical 
significance in the models in which behavior was the dependent variable. One might
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conclude that EMS providers who have read the EMS Agenda may be more likely to 
perform behaviors regarding the Agenda. However, another perspective could be that 
EMS providers who were initially interested in expanding their roles and already 
performing behaviors portrayed in the EMS Agenda are the providers who were more 
likely to read the EMS Agenda. Either way, limited awareness and knowledge about the 
EMS Agenda for the Future exists.
Examination and Discussion of the Relationships between 
Affect, Beliefs and Behavior among each other
The Tripartite Model of Attitudes was used in this study because it was one of the 
oldest and most frequently used theories that specifically addresses the construct of 
attitudes. As described in Chapter II, the Tripartite Model of Attitudes proposes that 
three primary concepts (affect, beliefs and behavior) create the construct of attitudes. 
Additionally, as one of the three concepts changes (either positively or negatively), the 
other two concepts will adjust in the same direction. Hypotheses 4, 5 and 6 examine the 
relationships (or correlations) of the three primary concepts among each other within 
each of the 14 EMS Agenda attributes.
Affect and Beliefs. There was a statistically significant direct relationship 
between affect and beliefs among each of the 14 EMS Agenda attributes (see Table 4.7). 
For example, if EMS providers felt strongly (or positively) about Prevention (Hypothesis 
4i), they also positively believed in the concepts of Prevention activities as depicted in 
the EMS Agenda. Likewise, if EMS providers felt negatively about Prevention, they also 
believed that there should not be a role for EMS providers to render prevention services. 
This direct correlation between affect and beliefs was present among all the remaining 
EMS Agenda attributes. The strongest relationship (correlation) was found with the
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Agenda attribute Public Education with 37% of the variance shared between affect and 
beliefs, followed by Integration o f  Health Services with 36% shared variance. The 
weakest relationships between affect and beliefs existed among the EMS attributes 
Clinical Care (7%), Legislation and Regulation (7%), and Human Resources (8%). In 
other words, EMS providers’ feelings and beliefs (whether positive or negative) about 
educating the public and integrating with other health services were more closely linked 
than their feelings and beliefs about what level of clinical care should be provided, 
participating in legislation and regulation activities, and aspects of human resources. It 
should also be noted that the attribute Integration with Health Services ranked the lowest 
among all other attributes when comparing attribute means (see Table 4.1). Therefore 
according to this study, EMS providers generally felt negatively about integrating with 
other health services, and they also believed that there should not be a role for EMS 
providers to integrate with other health services.
As discussed in Chapter II, previous literature questioned if the three supporting 
constructs were independent of each other (Breckler, 1983; Kothandapani, 1971b; 1. 
Ostrom, 1969; Van de Ven, 1996; J. Watson, 1988). It is suggested that multicollinearity 
may exist if a correlation factor (or r2) is greater than 0.85 (Munro & Page, 1993). The 
correlation between EMS providers’ overall affect score about the EMS Agenda and their 
overall beliefs score was 0.44 when tested using Pearson’s Correlation (Hypothesis 4o). 
Therefore according to this study, the concepts of affect and beliefs are two separate 
constructs, each with its own independent properties.
It appears obvious that affect contributes more to the explanation of beliefs than 
any of the antecedent variables, and beliefs contributes more to the explanation of affect
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than any of the antecedent variables. As seen in Hypothesis Is, antecedent variables 
explained 7.7% of the variance towards affect. When the independent variable beliefs 
was added in Hypothesis 7a, the explanation increased to 67.4%. Similarly, antecedent 
variables contributed 9.7% toward the explanation of beliefs (Hypothesis 2s), but the 
explanation increased to 65.7% when affect was added as an independent variable in 
Hypothesis 7b. There is strong support for consistency among these two constructs.
Affect and Behavior. There was a statistically significant difference between 
EMS providers’ affect about a specific attribute and its related behavior among 9 of the 
14 EMS Agenda attributes6 (see Table 4.7). For example, if EMS providers felt strongly 
(or positively) about Information Systems (Hypothesis 51), they were more likely to 
collect data to help develop information systems. Likewise, if EMS providers felt 
negatively about the attribute, they were not likely to perform the behavior related to 
Information Systems. Statistically significant differences between EMS providers’ affect 
about a specific attribute and the related behavior did not exist among Human Resources, 
Medical Direction, Education Systems, Clinical Care, and Public Access. In other words, 
how EMS providers felt about the specific EMS issues as represented in the EMS Agenda 
did not determined whether related behaviors occurred or did not occur. (None of these 
attributes was considered “individual behaviors”).
Affect as an independent variable also contributed to the explanation of behavior. 
Personal and professional characteristics (antecedent variables) contributed 32.9% 
towards the explanation of individual behaviors (Hypothesis 3s). The adjusted r2 
increased to 44.4% when the individually-related affect scores (affect6) was added as an
6 Both Hypotheses (5d & 5dd) representing the attribute System Finance obtained statistical significance.
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independent variable. Even though a low to moderate relationship was noted (Beta =
.348 in Table 4.10), it was stronger than any other relationship between behavior and 
antecedent variables. Therefore, the extent to which EMS providers perform (or do not 
perform) the 6 individual behaviors related to the EMS Agenda is not only dependent 
upon a number of personal and professional characteristics, but how they feel towards 
those EMS Agenda attributes. Also, a correlation factor of 0.127 (Hypothesis 5o) 
between individual behaviors and the related affect score strongly suggests that both are 
independent constructs.
Beliefs and Behavior. There was a statistically significant difference between 
EMS providers’ beliefs about a specific attribute and its related behavior among 7 of the 
14 EMS Agenda attributes (see Table 4.7). For example, if EMS providers had positive 
beliefs about EMS Research (Hypothesis 6b), they were more likely to participate in 
activities related to EMS Research. Likewise, those EMS providers who had negative 
beliefs about the attribute, they were not likely to participate in EMS Research activities. 
Statistically significant differences between EMS providers’ beliefs about a specific 
attribute and the related behavior did not exist among Legislation & Regulation, Human 
Resources, Medical Direction, Communication Systems, Clinical Care, Information 
Systems, and Public Access. In other words, what EMS providers believed about these 
specific EMS issues as represented in the EMS Agenda did not persuade them to perform 
or not to perform related behaviors. {Legislation & Regulation and Information Systems 
were 2 of the 6 considered as “individual behaviors” by the researchers).
Beliefs as an independent variable also contributed to the explanation of behavior. 
The explanation increased from 32.9% to 41.4% when the individually-related beliefs
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scores (beliefs6) was added as an independent variable. As with affect and behavior, a 
low to moderate relationship was noted (Beta = .305) between beliefs and behavior 
(Table 4.11), but was stronger than any other relationship between behavior and 
antecedent variables. Therefore, the extent to which EMS providers perform (or do not 
perform) the 6 individual behaviors related to the EMS Agenda is not only dependent 
upon a number of personal and professional characteristics, but their beliefs towards 
those EMS Agenda attributes. Also, a correlation factor of 0.096 (Hypothesis 6o) 
between individual behaviors and the related beliefs score strongly supports that both are 
independent constructs.
Affect, Beliefs and Behavior. Table 4.1 displays each of the 14 EMS Agenda 
attributes in a ranked order for each of the three constructs -  affect, beliefs and behavior. 
Further analysis revealed that four attributes appeared to be consistent among the three 
constructs as the Tripartite Model of Attitudes implies. In other words the attribute 
Medical Direction had the highest average and ranked first under affect and behavior, and 
second under beliefs. Likewise, the attribute EMS Research had low averages and ranked 
11th under beliefs, 12th under affect, and 13th under behavior. (The remaining two 
consistent attributes were Human Resources and Integration o f  Health Services). From 
the remaining 10 attributes, it appears that the ranked behavior for 7 of those attributes 
were more similar to the rank under affect. Two rankings under behavior were more 
similar to their rankings under beliefs (Evaluation and Communication Systems). The 
attribute System Finance had two behavior items in which one ranked more in line with 
affect and the other ranked closer with beliefs. This observation may imply that affect
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could be a better predictor of behavior than beliefs as demonstrated by educators and 
administrators in Hypotheses 7c and 7d.
In reviewing Table 4.1, the rankings of EMS Agenda attributes under affect are 
more closely related to the rankings under behavior than the rankings under beliefs. For 
example, the EMS Agenda attribute Education Systems had the third highest affect score 
among EMS providers, and ranked second under behavior, providing a difference of 1 
rank. However, Education Systems was ranked eighth under beliefs (8th highest beliefs 
score), a difference of 6 ranks from behavior. Therefore, if EMS providers felt positively 
about Education Systems, the more likely the behavior representing Education Systems 
would be performed, rather than if EMS providers believed in the concepts of Education 
Systems. The differences between the EMS Agenda attributes in the ranked positions 
under affect and the ranked positions under behavior were smaller than the differences 
between the ranked EMS Agenda attributes under beliefs and the ranked positions under 
behavior among 11 (out of 15) items. EMS providers’ beliefs about EMS Agenda 
attributes Evaluation, Communication Systems, and one item under System Finance 
appear to be more closely related to the likelihood of performing behaviors regarding the 
specific the attribute. (None of these attributes were considered as individual behaviors).
According to the ranked positions, the smallest differences between positions 
existed either between affect and behavior, or beliefs and behavior among almost all 
EMS Agenda attributes. Coincidently, one item appeared to reveal a closer relationship 
between affect and beliefs. The EMS Agenda attribute Integration with Health Services 
had the same rank under affect and beliefs (14th) while ranking 11th under behavior. In 
other words, EMS providers did not feel positively about integrating with other health
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services, nor believed that they should integrate with other health services. However, 
some behaviors representing the EMS Agenda attribute Integration o f  Health Services 
must have been performed by EMS providers. This may have been due to certain EMS 
agency policies to interact with other healthcare services instead of EMS providers 
individually deciding to work with other healthcare services.
Statistical significance was obtained with all three constructs among five of the 
fourteen EMS Agenda attributes -  Integration o f  Health Services, EMS Research, System 
Finance, Public Education, and Prevention (see Table 4.7). Coincidently, four of the five 
were chosen by the researchers to represent “individual behaviors.” The EMS Agenda 
attribute System Finance was not considered an individual behavior, while the attributes 
Information Systems and Legislation & Regulation obtained statistical significance with 
affect and beliefs only. This consistency among the three constructs lends support to the 
Tripartite Model of Attitudes. Even though statistical significance was not obtained with 
all three constructs among some of the EMS Agenda attributes, the reason may lie with 
the measurement of behavior.
The construct of behavior, as it is depicted in the EMS Agenda for the Future for 
all 14 attributes, was difficult to measure. The EMS Agenda was constructed to improve 
the EMS system (or profession), and written in a manner to target EMS leaders, 
particularly directors of EMS agencies who would be influential in making system 
changes. It was thought that as EMS agencies began implementing new policies that 
reflected the concepts of the EMS Agenda, EMS providers would follow those policies, 
adapt to the new system changes and accept the new vision of the profession.
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The Tripartite Model of Attitudes proposes that three primary concepts (affect, 
beliefs and behavior) create the construct of attitudes. Additionally, as one of the three 
concepts changes (either positively or negatively), the other two concepts will adjust in 
the same direction. It is believed that these concepts of attitude should be consistently 
measured within one subject. The subject could be an individual, a group or 
organization, or a system. This brings us to the dilemma and difficultness of constructing 
appropriate behavior measures.
The subject (or population) in this study was individual EMS providers.
Questions for beliefs and affect measures were specifically developed for individual EMS 
providers to respond. However, the decision to perform specific behaviors related to the 
EMS Agenda may not necessarily be the decision of the individual EMS provider, but a 
policy implemented by the EMS agency for which the provider works. For example, in 
the behavior measure asking if the EMS provider collects data to develop information 
systems, the EMS provider most likely performs the behavior based upon the EMS 
agency’s policy to collect data to develop information systems.
In this study, researchers chose six EMS Agenda attributes which seemed to best 
represent the possibility of individual EMS providers to perform these related behaviors 
individually. Even though questions were asked to represent each of the 14 EMS Agenda 
attributes, the six individual behavior items began “Do you (perform the behavior). . . ” 
instead of “Does vour agency (perform the behavior). . . ”. In addition, using the six 
individual behaviors kept consistency within a single entity and measures “one attitude.” 
However, even some of the individual behaviors still could have been driven by the EMS 
agency’s policies rather than individual decisions made by the EMS provider. (An
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example would be the condition under which EMS providers performed the behavior 
under Information Systems described in the Affect and Behavior section). Therefore, 
some minor inconsistencies (by not obtaining statistical significance) may exist when 
testing the relationships of affect, beliefs and behavior among the 14 EMS Agenda 
attributes.
Conclusions and Recommendations
There is strong support for the Tripartite Model of Attitudes. As the theory 
proposes, the results from the hypotheses have demonstrated strong direct relationships 
between the three primary constructs. Generally, all three concepts in this study have 
been closely related on a continuum measure as described in previous literature 
(Breckler, 1983; Eagly & Chaiken, 1993; Garimella, 1999; Haddock, Zanna, & Esses, 
1994 in Trask, 1999). The degree to which one construct is shown to be positive (or 
negative), the remaining constructs are also positive (or negative) to a similar degree. 
Even though Pearson’s correlation demonstrated that affect, beliefs, and behavior shared 
much of the variance in describing EMS providers’ attitudes, each construct emerged as 
its own independent variable.
Each construct was demonstrated to be the better predictors for each of the others 
which lends additional support for the Tripartite Model of Attitudes. Antecedent 
variables only contributed 7.7% to the explanation of affect and 9.7% to the explanation 
of beliefs, but explanations of variance tremendously increased when beliefs was added 
to the affect model (67.4% in Hypothesis 7a) and affect was added to the beliefs model 
(65.7% in Hypothesis 7b). In both models, the beta values were exceptionally high at 
81% for both, indicating a very strong relationship between the two. Even though the
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beta values of affect and beliefs revealed a low to moderate relationship with behavior, 
both were still among the highest predictors of behaviors.
In this study and similar to previous research (Farley & Stasson, 2003; Trask, 
1999; J. Watson, 1988), affect appears to be a slightly stronger predictor of behavior than 
beliefs. In the regression models explaining variances for behavior (Hypothesis 7c -  e), 
the contribution to the explanation was higher when affect was added as an independent 
variable (44.4%) than when beliefs was added as an independent variable (41.7%). Also 
among the rankings of all 14 attributes under affect, belief and behavior scores, attributes 
in their ranked positions under affect were more closely in line with mirrored attributes in 
the ranked positions under behavior. Therefore, if  EMS providers generally fe lt positive 
about the concepts in the EMS Agenda for the Future, corresponding behaviors may be 
more likely performed than if EMS providers generally believed in the concepts. 
However, this conclusion based on the results of statistical analyses should be 
approached with caution. Unlike beliefs which had at least three measures for each 
attribute, affect and behaviors had only one measure for each that was generally similar. 
This may be a reason why the relationship between affect and behaviors appears to be 
stronger than the relationship between beliefs and behaviors.
There is also support for the contribution of personal and professional 
characteristics toward attitudes, especially when measuring behaviors among EMS 
providers in the north Midwest region. Previous studies have reported some contribution 
of antecedent variables toward attitudes (Connolly & Viswesvaran, 2000; Federiuk ct al., 
1993; Garimella, 1999; Rinaca et al., 1999; Snyder & Mayo, 1991; Sousa-Poza & Sousa- 
Poza, 2000; Yoder, 1995). In this study, the contribution of antecedent variables to the
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explanation of variances for affect and beliefs were minimal (7.7% and 9.7% 
respectively). However, almost all demographic variables significantly contributed to the 
explanation of behaviors (Hypothesis 3 s). It is suggested that additional research 
exploring the relationships of antecedent variables towards attitudes is needed.
Recommendations for Future Research
This research study provides baseline information about attitudes of EMS 
providers in the north Midwest region towards the concepts of the EMS Agenda for the 
Future, seven years after its creation and dissemination. The survey instrument, 
measuring affect, beliefs and behavior, was used for the first time in its entirety. The 
instrument has shown to be a useful tool for future studies regarding attitudes toward 
EMS Agenda for the Future. However, since the extended length of the survey may have 
inhibited response rate, a researcher might consider using a shorter, modified version of 
the survey, such as one section of the survey. This study has demonstrated that there is 
consistency among all three constructs, so measuring one concept should be a 
representation of the other two, and a sound measure for attitudes. The use of either the 
“Beliefs” section (Section 1 of the survey) or the “Affect” section (Section 2) may have 
an advantage over the use of the “Behavior” section (Section 3) since the survey only 
allows for the collection of indirect measures of behavior. The choice between using the 
“Beliefs” section or “Affect” section as the shortened, modified survey may be more 
difficult. This study has shown that affect appears to be the stronger predictor of 
behaviors and may provide a more accurate measure of EMS providers’ attitudes. The 
disadvantage with the use of the Affect section as the survey is that the one statement 
item for each EMS Agenda attribute may not represent the attribute in its entirety.
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Therefore, a researcher may consider 1) using the “Beliefs” section to EMS providers’ 
attitudes toward the EMS Agenda since there are at least three measures for each 
attribute, or 2) strengthen the “Affect” section by adding some additional items to 
represent each attribute in its entirety.
Several strategies were used to obtain the highest possible response rate in this 
study such as obtaining sponsorship and support from professional organizations, mailing 
several follow-up reminders, the promise of a gratuity for the completion and return of 
the survey, the promise of anonymity and confidentiality, and personalization with a 
hand-written signature in the last mailing. Other possible ways to increase response rates 
may be to use colored print on colored paper (LaGarce & Kuhn, 1995; LaGarce & 
Washburn, 1995), a telephoned or postcard pre-notification (Newby, Watson, &
Woodliff, 2003), a telephoned reminder (Paxson, 1995), a promise to share results of the 
survey, or including (instead of promising) a gratuity with the survey (Hopkins & 
Gullickson, 1992). However, a coincidental observation was noted in this study and with 
the previous similar study. The state of Ohio had the largest initial response rate of 
36.2% when the state EMS office included its own cover letter to survey recipients in 
addition to the researcher’s cover letter. A similar result was found with a response rate 
of 47% when the Virginia state EMS office included its own cover letter in a previous 
study of EMS providers (Rinaca et al., 1999). Therefore, future investigators may want 
to try this strategy (in addition to others) to increase potential responses of mailed surveys 
to EMS providers.
Research regarding attitudes and/or support for the EMS Agenda should continue 
and remain ongoing. It is important to perform formative evaluations on the processes of
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implementation (Patton, 1997; Rossi & Freeman, 1993). Studies should also expand 
beyond the north Midwest region into other states to identify differences of support for 
the EMS Agenda. Longitudinal studies would track attitude trends in geographic regions 
as historical events occur and as the healthcare system evolves nationwide. Most 
importantly, ongoing research should be conducted to investigate outcomes of the 
activities (behaviors) performed that are related to the EMS Agenda. For example, as 
mentioned in Chapter I, there should be a decrease in disease and injury if EMS providers 
participate in Public Education and Prevention activities as the EMS Agenda suggests. 
One should also note an overall decrease in healthcare expenditures when the Clinical 
Care practiced among EMS providers results in either “treat and release” of a minor 
injury or a less expensive (and quicker) venue to have nonemergent injuries and illnesses 
evaluated. These types of research studies and other suggestions involve EMS providers 
in participating in EMS Research.
Qualitative research studies should be performed to identify other potential 
variables influencing EMS providers’ attitudes towards the EMS Agenda for the Future. 
One area that should be explored is the countless variations of EMS systems, their 
response type, and EMS providers’ work status (paid or volunteer) if they work in more 
than one system or a combination of systems. Another area for exploration is the extent 
to which individual EMS providers make individual decisions to perform behaviors, and 
to what extent are behaviors performed based on EMS agencies’ policies. EMS agencies’ 
attitudes, their level of acceptance of the EMS Agenda, and the generation of agency 
policies regarding the EMS Agenda should be explored. To what extent does EMS 
agency policies have on EMS providers’ attitudes? Was it a good implementation
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strategy to primarily target EMS administrators and educators when the EMS Agenda 
was first distributed?
Another suggestion for qualitative studies would be to explore and identify 
characteristics of each individual EMS Agenda attribute. The attribute Integration o f  
Health Services seems to be one of the most important, yet had the lowest scores and 
ranked the lowest among all other attributes. In other words, EMS providers tend to have 
negative feelings, beliefs and behaviors about integrating and working with other health 
professionals. The Rinaca study (1999) reported the same findings (Rinaca et al., 1999). 
Conducting focus groups is a qualitative method used to gather opinions, information and 
data about a specific topic, especially when the similarity among participants encourages 
interaction and communication (Creswell, 1998; Weisberg, Krosnick, & Bowen, 1996). 
Qualitative inquiry about the EMS Agenda attributes may assist in generating 
implementation strategies that address specific characteristics of attributes as well as help 
refine certain agency policies.
From a theoretical perspective, other researchers should consider using the 
Tripartite Model of Attitudes when exploring attitudes of a profession or any specific 
population. As mentioned, only a few studies had explored the roles of demographic 
variables toward the explanation of attitudes. Minimum significant findings were 
reported for those studies that did explore antecedent variables’ relationships with 
attitudes. Yet this study found significant contributions of a variety of personal and 
professional characteristics toward the explanation of behaviors, considerably more than 
towards the explanation of affect or beliefs. More studies using the Tripartite Model of
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Attitudes among different populations should assist in finding new details about the roles 
of antecedent variables on affect, beliefs, behavior, and attitudes in general.
Recommendations for Education
Having read the EMS Agenda for the Future seems to be an influential component 
of having significantly positive attitudes. In this study, nearly 87% had not ever heard 
about the EMS Agenda, and less than half of the remainder had read it. The EMS 
Agenda for the Future should be a major topic in every initial EMS curriculum. A copy 
of the document should be distributed to every student. Concepts of the EMS Agenda 
should also be included in all continuing education courses for EMS providers seeking 
licensure or certification renewal. Every provider should have a copy of the EMS 
Agenda for the Future.
This research study identified the attributes of the EMS Agenda that were 
supported with positive attitudes as well as those attributes that were less supported. 
Courses or seminars that represent individual attributes of the EMS Agenda should be 
presented. These courses should involve creating projects or providing internships that 
relate to the attribute. For example, for the attribute EMS Research, (one area of less 
support among EMS providers in the north Midwest region), the student would develop 
or participate in a research project involving an aspect of EMS. For the attribute Public 
Education, the student could broadcast a pubic education announcement on local 
television, or teach CPR to hundreds of citizens in a football stadium, or write a short 
article in the local newspaper every week. For the attributes Evaluation or System 
Finance, the student could develop an evaluation tool on one component of the EMS 
system, or work with an EMS billing agency. Exposure to these aspects of EMS would
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help “socialize” the EMS provider into new, untraditional roles. It may also provide a 
more global understanding of our nation’s health care system and the unique position for 
the EMS industry.
Relating to educational recommendations is assessing if there is enough EMS 
faculty experienced in the attribute areas. Many EMS educators become certified as 
providers, and then later become teachers, primarily teaching from their experiences as a 
provider. Some educators may lack the understanding and formal training in certain 
areas such as research, system finance, and other EMS attribute categories. It may be 
advantageous for EMS agencies collaborate with local colleges and universities to 
provide the additional level of expertise in some of these areas. EMS students could 
obtain a broader understanding of some of the attribute areas and apply them to EMS 
systems, and current EMS educators could become formally trained and obtain more 
experience in certain attribute areas in order to improve EMS Agenda education in the 
future.
Another educational recommendation would be to provide EMS mentors that 
could focus and emphasize specific aspects of EMS roles. Most EMS mentors today are 
more likely to be the educators and administrators of EMS agencies. However, probably 
due to their positions within the EMS agency, educators and administrators seem to be 
the “preachers” and “enforcers” instead of the “doers.” Perhaps EMS educators and 
administrators should rethink their roles to include some of the behavioral roles. EMS 
educators and administrators should 1) become the leaders of initiatives that represent 
behaviors of the EMS Agenda; and 2) encourage and coordinate field providers to 
become the leaders of initiatives that represent EMS Agenda behaviors. These types of
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mentorships would certainly increase awareness about the EMS Agenda among all 
providers, and more likely create positive attitudes towards specific areas of the EMS 
Agenda.
Recommendations for the EMSAeenda for the Future and Health Policy
The vision of the EMS Agenda for the Future is very comprehensive and 
inclusive as it relates to our current national health care policies and goals. One must 
wonder if the vision may have been too ambitious and overwhelming, especially in an 
industry in which the standards of becoming a recognized and valued profession are still 
being developed. However, many agree that a future vision must be clearly defined 
before it can be realized. Short-term, measurable goals for attributes of the Agenda may 
assist in working toward accomplishing the vision. The development of the focused 
Agendas discussed in Chapter I are good examples. It is vital that these short-term goals 
are continuously measured, and those accomplishments are evaluated to the extent of 
achieving the vision.
As with all policies and strategic plan-type documents, the EMS Agenda for the 
Future should be reviewed and refined about every 5 - 1 0  years (Longenecker, 1984; 
Mintzberg & Quinn, 1991; Pearce II, 1988). A first step may be to reestablish and 
redefine the EMS Agenda attributes. It has been noted that some characteristics of one 
attribute may be shared with another. For example, a criterion bullet for the attribute 
Evaluation is “Evaluate EMS effects for multiple medical conditions” and a criterion 
bullet under Clinical Care is “Subject EMS clinical care to ongoing evaluation to 
determine its impact on patient outcomes.” Another criterion under Clinical Care -  
“Establish proactive relationships between EMS and other health care providers” is very
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similar to the criterion “Integrate EMS with other health care providers and provider 
networks” under Integration o f Health Services. During the development process of the 
survey instrument, it was occasionally difficult to create survey items that were exclusive 
to one attribute. A factor analysis performed with the 48 items representing “Beliefs” 
and 14 items representing “Affect” in the survey revealed eleven components, implying 
that there may be only 11 exclusive attributes instead of 14. Additional research and 
analysis is needed to identify the common characteristics of those eleven attributes.
Once an updated and refined EMS Agenda for the Future has been developed, a 
strategy for the introduction and implementation of the proposed policy needs to be 
planned. Many of these thoughts for strategies should actually occur during the 
redevelopment phase in which the qualitative approaches used to redefine attributes 
would allow many stakeholders to voice opinions and “buy-in” to the final document. It 
is believed that there is considerable merit to the previous implementation strategy of 
primarily targeting EMS administrators to establish policies related to the EMS Agenda 
and EMS educators to teach the concepts of the EMS Agenda. However in hindsight, it 
appears that other implementation processes would also need to occur. Some of those 
strategies could be the recommendations made under education. Whatever the decisions 
concerning the implementation strategies and processes, two fundamental “supports” 
must also occur -  1) all phases of the project must be financially supported; and 2) 
ongoing assessments, evaluations and planning should be a continued process.
Historically, there seems to be a gap that hinders and limits the integration and 
collaboration efforts of medicine, public health and public safety. This gap has been 
noted among all levels of government -  federal, state and local. One final
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recommendation is the establishment of a national EMS liaison committee and/or office 
to work with several federal departments and their affiliated agencies (DOT / NHTSA, 
DHHS, Department of Homeland Security, etc.). The national EMS Office would be 
responsible for the continued availability of emergency services and the accessibility to 
needed healthcare through state EMS offices, the implementation of the EMS Agenda for 
the Future, and the continued development of the EMS profession. The national Office 
for EMS would conduct periodic “think tanks” to identify detailed health-related needs of 
the general public and specific populations, and discuss potential roles for EMS providers 
and systems. There would be continuous support and collaboration with many 
professional organizations, encouraging confidence in the future roles of EMS providers 
in all types of medical and public health-related situations. National trends and policies 
regarding our health care system could be easily tracked. More importantly, the 
establishment of a national EMS liaison, representing the EMS community, would 
contribute to the national trends and new policies regarding our dynamic, evolving health 
care system.
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APPENDIX A




Emergency medical services (EMS) of the future will be community-based health 
management that is fully integrated with the overall health care system. It will have the 
ability to identify and modify illness and injury risks, provide acute illness and injury 
care and follow-up, and contribute to treatment of chronic conditions and community 
health monitoring. This new entity will be developed from redistribution of existing 
health care resources and will be integrated with other health care providers and public 
health and public safety agencies. It will improve community health and result in more 
appropriate use of acute health care resources. EMS will remain the public’s emergency 
medical safety net.
Recommendations for the 14 Attributes in the EMS Agenda for the Future 
1. Integration of Health Services
• Expand the role of EMS in public health
• Involve EMS in community health monitoring activities
• Integrate EMS with other health care providers and provider networks
• Incorporate EMS within health care networks’ structure to deliver quality care
• Be cognizant of the special needs of the entire population
• Incorporate health systems within EMS that address the special needs of all 
segments of the population
2. EMS Research
•  Allocate federal and state funds for a major EMS systems research thrust
•  Develop information systems that provide linkage between various public safety
services and other health care providers
• Develop academic institutional commitments to EMS-related research
• Interpret informed consent rules to allow for clinical and environmental
circumstances inherent in conducting credible EMS research
• Develop involvement and / or support of EMS research by all those responsible 
for EMS structure, processes, and or outcomes
• Designate EMS as a physician subspecialty, and a subspecialty for other health 
professions
• Include research related objectives in the education processes of EMS providers 
and managers
• Enhance the quality of published EMS research
• Develop collaborative relationships between EMS systems, medical schools, other 
academic institutions, and private foundations
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3. Legislation and Regulation
• Authorize and sufficiently fund a lead federal EMS agency
• Pass and periodically review EMS enabling legislation in all states that supports 
innovation and integration, and establishes and sufficiently funds a EMS lead 
agency
• Enhance the abilities of state EMS lead agencies to provide technical assistance
• Establish and fun the position of State EMS Medical Director in each state
• Authorize state and local EMS lead agencies to act on the public’s behalf in cases 
of threats to the availability of quality EMS to the entire population
• Implement laws that provide protection from liability for EMS field and medical 
direction personnel when dealing with unusual situations
4. System Finance
• Collaborate with other health care providers and insurers to enhance patient care 
efficiency
• Develop proactive financial relationships between EMS other health care 
providers, and health care insurers / provider organizations
• Compensate EMS on the basis of a preparedness-based model, reducing volume- 
related incentives and realizing the cost of an emergency safety net
•  Provide immediate access to EMS for emergency medical conditions
• Address EMS relevant issues within governmental health care finance policy
• Commit local, state, and federal attention and funds to continued EMS 
infrastructure development
5. Human Resources
• Ensure that alteration in expectations of EMS personnel to provide health care 
services are preceded by adequate preparation
• Adopt the principles of the national EMS Education and Practice Blueprint
• Develop a system for reciprocity of EMS provider credentials
• Develop collaborative relationships between EMS systems and academic 
institutions
• Conduct EMS occupational health research
• Provide a system for critical incident stress management
6. Medical Direction
• Formalize relationships between all EMS systems and medical directors
• Appropriate sufficient resources for EMS medical direction
• Require appropriate credentials for all those who provide on-line medical direction
• Develop EMS as a physician and nurse subspecialty certification
• Appoint state EMS medical directors
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7. Education Systems
• Ensure adequacy of EMS education programs
• Update education core content objectives frequently enough so that they reflect 
patient EMS health care needs
• Incorporate research, quality improvement, and management learning objectives 
in higher level EMS education
• Commission the development of national core contents to replace EMS program 
curricula
• Conduct EMS education with medical direction
• Seek accreditation for EMS education programs
• Establish innovative and collaborative relationships between EMS education 
programs and academic institutions
8. Public Education
• Acknowledge public education as a critical activity for EMS
• Collaborate with other community resources and agencies to determine public 
education needs
• Engage in continuous public education programs
• Educate the public as consumers
• Explore new techniques and technologies for implementing public education
• Evaluate public education initiatives
9. Prevention
• Collaborate with community agencies and health care providers with expertise 
and interest in illness and injury prevention
• Support the Safe Communities concept
• Advocate for legislation that potentially results in injury and illness prevention
• Develop and maintain a prevention-oriented atmosphere within EMS systems
• Include the principles of prevention and its role in improving community health as 
part of EMS education core contents
• Improve the ability of EMS to document injury and illness circumstances
10. Public Access
• Implement 9-1-1 nationwide
• Provide emergency telephone service for those who cannot otherwise afford 
routine telephone services
• Ensure that all calls to a PSAP, regardless of their origins, are automatically 
accompanied by unique location-identifying information
• Develop uniform cellular 9-1-1 service that reliably routes calls to the appropriate 
PSAP
• Evaluate and employ technologies that attenuate potential barriers to EMS access
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• Enhance the ability of EMS systems to triage calls, and provide resource 
allocation that is tailored to patients’ needs
11. Communication Systems
• Assess the effectiveness of various personnel and resource attributes for EMS 
dispatching
• Receive all calls for EMS using personnel with the requisite combination of 
education, experience, and resources to optimally query the caller, make 
determination of the most appropriate resources to be mobilized, and implement 
an effective course of action
• Promulgate and update standards for EMS dispatching
• Develop cooperative ventures between communications centers and health 
providers to integrate communications processes and enable rapid patient-related 
information exchange
• Determine the benefits of real-time patient data transfer
• Appropriate federal, state, and regional funds to fiirter develop and update 
geographically integrated and functionally-based EMS communications networks
• Facilitate exploration of potential uses of advancing communications technology 
by EMS
• Collaborated with private interests to effect shared purchasing of communication 
technology
12. Clinical Care
• Commit to a common definition of what constitutes baseline community EMS 
care
• Subject EMS clinical care to ongoing evaluation to determine its impact on 
patient outcomes
• Employ new care techniques and technology only after shown to be effective
• Conduct task analyses to determine appropriate staff configurations during 
secondary patient transfers
• Eliminate patient transport as a criterion for compensating EMS systems
• Establish proactive relationships between EMS and other health care providers
13. Information Systems
• Adopt uniform data elements and definitions and incorporate them into 
information systems
• Develop mechanisms to generate and transmit data that are valid, reliable, and 
accurate
• Develop information systems that are able to describe an entire EMS event
• Develop integrated information systems with other health care providers, public 
safety agencies, and community resources
• Provide feedback to those who generate data
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14. Evaluation
• Develop valid models for EMS evaluations
• Evaluate EMS effects for multiple medical conditions
• Determine EMS effects for multiple outcome categories
• Determine EMS cost-effectiveness
• Incorporate consumer input in evaluation processes
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A Survey Evaluation of New and Old Roles o f EMS Providers and EMS Systems 
Section 1
INSTRUCTIONS: For each of the statements below, please indicate the level that you believe the item 
to be necessary:
f t
Q l: EMS systems should triage 9-1-1 calls in order to provide 
appropriate resources tailored to the patients’ needs.
1 2 3 4 5
Q2: A federal EMS agency should be identified to help fund 
research efforts.
1 2 3 4 5
Q3: An EMS information system should exist that shares 
information with other health care providers.
1 2 3 4 5
Q4: There should be an endorsement / reciprocity system o f EMS 
provider licensure.
1 2 3 4 5
Q5: Patient outcomes should be studied to support the care given 
by EMS providers. 1 2 3
4 5
Q6: EMS leaders (such as EMS physicians) should lead the 
efforts o f EMS providers to conduct research.
1 2 3 4 5
Q7: An EMS provider should have communication with other 
health care provider agencies such as social services, home health 
care, rehab, dialysis, cancer treatment centers, etc.
1 2 3 4 5
Q8: When a patient doesn’t need immediate transportation to an 
emergency department, EMS personnel should have the ability to 
facilitate access to appropriate follow-up care (such as assist in 
making an appointment with the patient’s primary physician).
1 2 3 4 5
Q9: Public education / program development should be 
incorporated into paramedic programs. 1 2 3 4 5
Q10: Cost-benefit analysis o f real-time patient data transfer 
should be conducted. 1 2 3 4 5
Q l 1: EMS should be a subspecialty certification for physicians. 1 2 3 4 5
Q12: An EMS educational program should be grounded in a 
national core content.
1 2 3 4 5
Q13: Governments should ensure strategic placement o f public 
telephones to enhance 9-1-1 access.
1 2 3 4 5
Q14: EMS enabling legislation should exist in all states that 
supports integration of health services. 1 2 3 4 5
Q15: Legislation should exist to grant dispatchers immunity from 
liability for following pre-designated standards.
1 2 3 4 5
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Q16: There should be 1 universal number (instead of 2 numbers: 
9-1-1 for emergencies and 3-1-1 for nonemergencies). 1 2 3 4 5
017: Care should be eiven to a patient to avoid transport to the 
hospital when possible.
1 2 3 4 5
Q18: Staffing (in terms of skills and expertise) for interfacility or 
secondary transports should fit the needs o f the patient based on 
the specific illness/injury type.
1 2 3 4 5
Q19: EMS systems should use “PAI” (Public Access Identity) 
and priority dispatch procedures. 1 2 3
4 5
Q20: Computer systems should provide patient information 
linkages between health care networks.
1 2 3 4 5
Q21: Feedback (such as findings from research) should be 
provided to EMS providers who use information systems.
1 2 3 4 5
Q22: All EMS providers should have the ability / skill to collect 
specific uniformed data elements.
1 2 3 4 5
Q23: Proactive financial relationships should be developed 
between EMS and other health care insurers/provider 
organizations.
1 2 3 4 5
Q24: EMS providers should have a way to document unsafe 
findings.
1 2 3 4 5
Q25: A “sensor” should be placed in every car so that a PSAP 
(Public Safety Answering Point) is activated with every auto 
accident of x-amount impact.
1 2 3 4 5
Q26: EMS providers should be liaisons for patients to other health 
care networks such as other public safety agencies, public health 
departments, social services, home health, primary care physician, 
etc.
1 2 3 4 5
Q27: EMS providers should generally assess scenes for factors 
which could lead to potential injuries. 1 2 3 4 5
Q28: Various components (such as research, management, and 
education) should be included in EMS educational programs.
1 2 3 4 5
Q29: Every EMS agency should be involved in public education 
programs.
1 2 3 4 5
Q30: The EMS profession should commit to a common definition 
o f what constitutes baseline community EMS care.
1 2 3 4 5
Q31: Local governments should provide a phone for 9-1-1 access 
to those people who cannot afford telephone services.
1 2 3 4 5
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Q32: Physicians providing on-line medical direction should 
have appropriate credentials.
1 2 3 4 5
Q33: Consumers should have an opportunity to express their 
expectations of EMS services.
1 2 3 4 5
Q34: Every state should have a lead EMS agency to help 
coordinate EMS activities throughout its state..
1 2 3 4 5
Q35: Occupational health research should be an ongoing 
process in EMS systems.
1 2 3 4 5
Q36: EMS agencies should be reimbursed for services, even 
when transport does not occur.
1 2 3 4 5
Q37: Cost-benefit analysis should be included in evaluating 
EMS systems.
1 2 3 4 5
Q38: EMS organizations should use continuing quality 
improvement process components to evaluate aspects of their 
systems.
1 2 3 4 5
Q39: There should be physicians that specialize in EMS (not 
just emergency medicine). 1 2 3 4 5
Q40: Bridging programs should be available for other health 
programs who want to become EMS providers and vice versa. 1 2 3 4 5
Q41: Every state system should have a state EMS Medical 
Director. 1 2 3
4 5
Q42: EMS providers should develop working relationships 
with other professional health providers such as home health 
nurses and social services.
1 2 3 4 5
Q43: State and local EMS agencies should be authorized to act 
on the public’s behalf when the availability o f quality o f care 
is threatened.
1 2 3 4 5
Q44: Public education programs (addressing EMS functioning, 
cost, and health education) should be considered part of every 
EMS agency’s activities.
1 2 3 4 5
Q45: EMS providers should have a duty to prevent injuries / 
illnesses in the community when possible. 1 2 3 4 5
Q46: Cellular telephone companies should allow 9-1-1 calls for 
those people who have cellular phones, even if the owner does 
not subscribe to the cellular services.
1 2 3 4 5
Q47: EMS systems should be financed on the basis that EMS 
providers are always prepared to respond. 1 2 3 4 5
Q48: Consumer satisfaction should be included when 
evaluating aspects o f EMS. 1 2 3 4 5
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Section 2
Instructions: Please indicate your feelings about each of the statements below. Place an “X” near the word on the 
scale that best represents your feelings. For example, if you think the general idea behind each statement makes you 
feel “very negative”, then mark the blank near that end of the scale. If you feel “very positive” about the statement, 
then mark the blank near that end of the scale. If you feel neutral or indifferent about the statement, mark a blank 
near the middle. Use the remaining parts of the scale to indicate stages between the two extremes.
Example:
Very Negative--------------------- Indifferent-------------------- Very Positive
: X : : : : :
INSTRUCTIONS:
Please mark the following scales to indicate your feelings about the following statements:
Very Very
Negative---------------------- Indifferent---------------------- Positive
Q l: EMS responders receiving reciprocity to practice 
anywhere in the United States
Q2: EMS dispatch centers using a nationally recognized 
emergency number to provide triage to meet patient needs
Q3: EMS responders receiving medical direction from an 
EMS-skilled physician
Q4: EMS responders participating in research
Q5. EMS responders receiving an EMS education based 
in the national core content
Q6: EMS responders evaluating their EMS system (such as 
care given, financial collection, patient satisfaction, etc.)
Q7: EMS responders participating in legislative / 
regulative activities
Q8. EMS responders working with other health services 
(such as social service, hospice, the public health 
department, etc.) to deliver care
Q9: EMS agencies receiving payment for responses, 
including those in which the patient is not transported
Q10: EMS responders collecting data to develop 
information systems
Q ll :  EMS agencies dispatch centers networking with 
other communication systems to enable rapid exchange of 
patient information
Q12: EMS responders delivering nationally standardized 
prehospital emergency care
Q13: EMS responders participating in illness / injury 
prevention activities within the community
Q14: EMS responders educating the public about safety 
and wellness




For each of the items listed below, choose the answer that best describes your situation. A 
small space is provided after each question for any brief optional comments you may have.
1. Do you collaborate with other health services (such as social services, hospice, the public 
health department, etc.) to deliver care?
a. Yes
b. Not yet, but I plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency collaborate
Comments:
2. Do you collect data to develop information systems?
a. Yes
b. Not yet, but I (or the agency) plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency collect data to develop information systems
Comments:
3. Do you participate in research?
a. Yes
b. Not yet, but I plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency participate
Comments:
4. Do you participate in legislative and regulation activities?
a. Yes
b. Not yet, but I plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency participate
Comments:
5. Do you participate in illness / injury prevention activities?
a. Yes
b. Not yet, but I plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency participate
Comments:
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6. Do you educate the public about safety and / or wellness?
a. Yes
b. Not yet, but I plan to in the next year
c. No, but other responders in my agency do
d. No, neither I nor my agency educate
Comments:
7. Does your agency allow EMS responders from other areas to provide prehospital care?
a. Yes
b. Yes, but only in some area
c. Yes, but under specific criteria or conditions
d. No
Comments:
8. Does your agency evaluate its EMS system (including care given, financial collections, 
patient satisfaction, etc.)
a. Yes
b. Yes, but sporadically
c. Not yet, but plans to in the next year
d. No
Comments:
9. Does your agency receive medical direction from an EMS-skilled physician(s)?
a. Yes
b. Not yet, but my agency plans to in the next year
c. Some are EMS-skilled and some are not
d. No
Comments:
10. Does your agency provide an EMS education based in the national core content?
a. Yes
b. Yes, but sporadically
c. Not yet, but plans to in the next year
d. No, my agency does not provide initial or continuing education
Comments:
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11 a. Does your agency bill for responses in which the patient is transported?
a. Yes, the agency bills for all responses in which the patient is transported
b. Yes, the agency bills for some responses in which the patient is transported
c. Not yet, but my agency plans to bill for patient transports within the next year
d. No, the agency does not bill for patient transports
Comments:
l ib.  Does your agency bill for responses (with patient encounters) in which the patient is not 
transported?
a. Yes, the agency bills for all responses in which the patient is not transported
b. Yes, the agency bills for some responses in which the patient is not transported
c. Not yet, but my agency plans to bill for nontransports within the next year
d. No, the agency does not bill when the patient is not transported
Comments:
12. Does your dispatch center network with other communication systems to enable rapid 
exchange of patient information?
a. Yes
b. Not yet, but my agency plans to in the next year
c. No, it does not
d. I don’t know
Comments:
13. Does your dispatch center use a national recognized emergency number (911) to 
provide triage to meet patient needs?
a. Yes
b. Uses a recognized number, but does not provide for triage
c. Provides triage, but does not use a recognized number
d. No, neither uses a recognized number nor provides triage
Comments:
14. Does your EMS system allow for advanced prehospital care (such as giving IV cardiac 
medications, performing chest decompressions, etc.)?
a. Yes, I deliver advanced life support procedures
b. Yes, but I do not deliver advanced life support procedures
c. Not yet, but plans to in the next year
d. No, my agency does not allow for advanced procedures
Comments:
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Demographics
1. Age at last birthday: _______
2. Gender: Male Female
3. Race: a) Caucasian b) African-American c) Hispanic d) Asian e) Multiracial f) Other
4. Practicing State: ____________________ Zip Code: ____________
5. Population of the community, city, or township in which you serve: ________________
6. Type of response area (circle one):
7. Highest Level of Education: __
Urban Suburban Rural







EMT -  Basic 
Other:
EMT -  Intermediate
EMT -  Paramedic
9. Number of years as an EMS provider:
10. Number of EMS responses you made in the past month:
11. Average number of hours worked in a week: ________




Combination of paid & volunteer
13. Capacity in which you primarily work:
________Field Provider / Clinician












15. Which of the following best describes your work as an EMS provider?
________Emergency services & transports only
________Emergency service / responders, but do not transport
_________ Nonemergent transports, such as interfacility and prescheduled
________Combination of emergent & nonemergent transports
________Not applicable
16. Annual number of emergency responses of your agency last year (2002): ___
17. Do you know about the EMS Agenda for the Future? Yes
18. Have you read the document the EMS Agenda for the Future? Yes
No
No
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APPENDIX C





EMS Agenda Attribute OuestionNumber
Integration of Health Services
When a patient doesn’t need immediate transportation to an emergency 
department, EMS personnel should have the ability to facilitate access to 
appropriate follow-up care (such as assist in making an appointment with 
the patient’s primary physician).
Q8
EMS providers should be liaisons for patients to other health care 
networks such as other public safety agencies, public health departments, 
social services, home health, primary care physicians, etc.
Q26
EMS providers should develop working relationships with other 




Computer systems should provide patient information linkages between 
health care networks. Q20
A federal EMS agency should be identified to help fund research efforts. Q2
EMS leaders (such as EMS physicians) should lead the efforts of EMS 
providers to conduct research. Q6
Legislation and Regulation
EMS enabling legislation should exist in all states that support integration 
of health services. Q14
Every state should have a lead EMS agency to help coordinate EMS 
activities throughout its state. Q34
State and local EMS agencies should be authorized to act on the public’s 
behalf when the availability of quality of care is threatened. Q43





EMS Agenda Attribute OuestionNumber
System Finance
EMS agencies should be reimbursed for services, even when transport 
does not occur. Q36
Proactive financial relationships should be developed between EMS and 
other health care insurers/provider organizations. Q23
EMS systems should be financed on the basis that EMS providers are 
always prepared to respond. Q47
Human Resources
Occupational health research should be an ongoing process in EMS 
systems. Q35
Staffing (in terms of skills and expertise) for interfacility or secondary 
transports should fit the needs of the patient based on the specific 
illness/injury type.
Q18
There should be an endorsement / reciprocity system of EMS provider 
licensure. Q4
Medical Direction
EMS should be a subspecialty certification for physicians. Q ll
Physicians providing on-line medical direction should have appropriate 
credentials. Q32
There should be physicians that specialize in EMS (not just emergency 
medicine). Q39
Every state system should have a state EMS Medical Director. Q41




EMS Agenda Attribute OuestionNumber
Education Systems
Bridging programs should be available for other health programs who 
want to become EMS providers and vice versa. Q40
Various components (such as research, management, and education) 
should be included in EMS educational programs. Q28
An EMS educational program should be grounded in a national core 
content. Q12
Public Education
Public education / program development should be incorporated into 
paramedic programs. Q9
Every EMS agency should be involved in public education programs. Q29
Public education programs (addressing EMS functioning, cost, and health 
education) should be considered part of every EMS agency’s activities. Q44
Prevention
EMS providers should have a duty to prevent injuries / illnesses in the 
community when possible. Q45
EMS providers should have a way to document unsafe findings. Q24
EMS providers should generally assess scenes for factors which could 
lead to potential injuries. Q27




EMS Agenda Attribute OuestionNumber
Communication Systems
An EMS provider should have communication with other health care 
provider agencies such as social services, home health care, rehab, 
dialysis, cancer treatment centers, etc.
Q7
Cost-benefit analysis of real-time patient data transfer should be 
conducted. Q10
Legislation should exist to grant dispatchers immunity from liability for 
following pre-designated standards. Q15
Clinical Care
The EMS profession should commit to a common definition of what 
constitutes baseline community EMS care. Q30
Care should be given to a patient to avoid transport to the hospital when 
possible. Q17
Patient outcomes should be studied to support the care given by EMS 
providers. Q5
Information Systems
An EMS information system should exist that shares information with 
other health care providers. Q3
Feedback (such as findings from research) should be provided to EMS 
providers who use information systems. Q21
All EMS providers should have the ability / skill to collect specific 
uniformed data elements. Q22




EMS Agenda Attribute OuestionNumber
Evaluation
Consumer satisfaction should be included when evaluating aspects of 
EMS. Q48
EMS organizations should use continuing quality improvement process 
components to evaluate aspects of their systems. Q38
Cost-benefit analysis should be included in evaluating EMS systems. Q37
Consumers should have an opportunity to express their expectations of 
EMS services. Q33
Public Access
Cellular telephone companies should allow 9-1-1 calls for those people 
who have cellular phones, even if the owner does not subscribe to the 
cellular services.
Q46
Local governments should provide a phone for 9-1-1 access to those 
people who cannot afford telephone services. Q31
A “sensor” should be placed in every car so that a PS AP (Public Safety 
Answering Point) is activated with every auto accident of x-amount 
impact.
Q25
EMS systems should use “PAI” (Public Access Identity) and priority 
dispatch procedures. Q19
There should be 1 universal number (instead of 2 numbers: 9-1-1 for 
emergencies and 3-1-1 for nonemergencies). Q16
Governments should ensure strategic placement of public telephones to 
enhance 9-1-1 access. Q13
EMS systems should triage 9-1-1 calls in order to provide appropriate 
resources tailored to the patients’ needs. Ql
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APPENDIX D





EMS Agenda Attribute OuestionNumber
Integration of Health Services
EMS responders working with other health services (such as social 
service, hospice, the public health department, etc.) to deliver care Q8
EMS Research
EMS responders participating in research Q4
Legislation and Regulation
EMS responders participating in legislative / regulative activities Q7
System Finance
EMS agencies receiving payment for responses, including those in which 
the patient is not transported Q9
Human Resources
EMS responders receiving reciprocity to practice anywhere in the United 
States Ql
Medical Direction
EMS responders receiving medical direction from an EMS-skilled 
physician Q3
Education Systems
EMS responders receiving an EMS education based in the national core 
content Q5




EMS Agenda Attribute OuestionNumber
Public Education
EMS responders educating the public about safety and wellness Q14
Prevention
EMS responders participating in illness / injury prevention activities 
within the community Q13
Communication Systems
EMS agencies dispatch centers networking with other communication 
systems to enable rapid exchange of patient information Qll
Clinical Care
EMS responders delivering nationally standardized prehospital 
emergency care Q12
Information Systems
EMS responders collecting data to develop information systems Q10
Evaluation
EMS responders evaluating their EMS system (such as care given, 
financial collection, patient satisfaction, etc.) Q6
Public Access
EMS dispatch centers using a nationally recognized emergency number to 
provide triage to meet patient needs Q2
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EMS Aeenda Attribute OuestionNumber
Integration of Health Services
Do you collaborate with other health services (such as social services, 
hospice, the public health department, etc.) to deliver care? 1
EMS Research
Do you participate in research? 3
Legislation and Regulation
Do you participate in legislative and regulation activities? 4
System Finance
Does your agency bill for responses in which the patient is transported? 11a
Does your agency bill for responses in which the patient is not 
transported? l ib
Human Resources
Does your agency allow EMS responders from other areas to provide 
prehospital care? 7
Medical Direction
Does your agency receive medical direction from an EMS-skilled 
physician(s)? 9
Education Systems
Does your agency provide an EMS education based in the national core 
content? 10




EMS Agenda Attribute OuestionNumber
Public Education
Do you educate the public about safety and / or wellness? 6
Prevention
Do you participate in illness / injury prevention activities? 5
Communication Systems
Does your dispatch center network with other communication systems to 
enable rapid exchange of patient information? 12
Clinical Care
Does your EMS system allow for advanced prehospital care (such as 
giving IV cardiac medications, performing chest decompressions, etc.)? 14
Information Systems
Do you collect data to develop information systems? 2
Evaluation
Does your agency evaluate its EMS system (including care given, 
financial collections, patient satisfaction, etc.) 8
Public Access
Does your dispatch center use a national recognized emergency number 
(911) to provide triage to meet patient needs? 13
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Individual Attribute Measures
I. Integration of Health Services
Affect
• EMS responders working with other health services (such as social service, 
hospice, the public health department, etc.) to deliver care
Beliefs
• When a patient doesn’t need immediate transportation to an emergency 
department, EMS personnel should have the ability to facilitate access to 
appropriate follow-up care (such as assist in making an appointment with the 
patient’s primary physician).
•  EMS providers should be liaisons for patients to other health care networks 
such as other public safety agencies, public health departments, social 
services, home health, primary care physician, etc.
• EMS providers should develop working relationships with other professional 
health providers such as home health nurses and social services.
Behavior
• Do you collaborate with other health services (such as social services, 
hospice, the public health department, etc.) to deliver care?
II. EMS Research
Affect
• EMS responders participating in research
Beliefs
• Computer systems should provide patient information linkages between health 
care networks.
• An EMS information system should exist that shares information with other 
health care providers.
• EMS leaders (such as EMS physicians) should lead the efforts of EMS 
providers to conduct research.
Behavior
• Do you participate in research?
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III. Legislation and Regulation
Affect
• EMS responders participating in legislative / regulative activities
Beliefs
• EMS enabling legislation should exist in all states that support integration of 
health services.
• Every state should have a lead EMS agency to help coordinate EMS 
activities throughout its state.
• State and local EMS agencies should be authorized to act on the public’s 
behalf when the availability of quality of care is threatened.
Behavior
• Do you participate in legislative and regulation activities?
IV. System Finance
Affect
• EMS agencies receiving payment for responses, including those in which 
the patient is not transported
Beliefs
• EMS agencies should be reimbursed for services, even when transport does 
not occur.
•  Proactive financial relationships should be developed between EMS and 
other health care insurers/provider organizations.
• EMS systems should be financed on the basis that EMS providers are 
always prepared to respond.
Behavior
• Does your agency bill for responses in which the patient is transported?
• Does your agency bill for responses in which the patient is not transported?




• EMS responders receiving reciprocity to practice anywhere in the 
United States
Beliefs
• Occupational health research should be an ongoing process in EMS 
systems.
• Staffing (in terms of skills and expertise) for interfacility or secondary 
transports should fit the needs of the patient based on the specific 
illness/injury type.
• There should be an endorsement / reciprocity system of EMS provider 
licensure.
Behavior




• EMS responders receiving medical direction from an EMS-skilled 
physician
Beliefs
• EMS should be a subspecialty certification for physicians.
• Physicians providing on-line medical direction should have 
appropriate credentials.
• There should be physicians that specialize in EMS (not just emergency 
medicine).
• Every state system should have a state EMS Medical Director.
Behavior
• Does your agency receive medical direction from an EMS-skilled 
physician(s)?




• EMS responders receiving an EMS education based in the national 
core content
Beliefs
• Bridging programs should be available for other health programs who 
want to become EMS providers and vice versa.
•  Various components (such as research, management, and education) 
should be included in EMS educational programs.
• An EMS educational program should be grounded in a national core 
content
Behavior




• EMS responders educating the public about safety and wellness
Beliefs
• Public education / program development should be incorporated into 
paramedic programs.
• Every EMS agency should be involved in public education programs.
• Public education programs (addressing EMS functioning, cost, and 
health education) should be considered part of every EMS agency’s 
activities.
Behavior
• Do you educate the public about safety and / or wellness?




• EMS responders participating in illness / injury prevention activities 
within the community
Beliefs
• EMS providers should have a duty to prevent injuries / illnesses in the 
community when possible.
• EMS providers should have a way to document unsafe findings.
• EMS providers-should generally assess scenes for factors which could 
lead to potential injuries.
Behavior
• Do you participate in illness / injury prevention activities?
X. Communication Systems
Affect
• EMS agencies dispatch centers networking with other communication 
systems to enable rapid exchange of patient information
Beliefs
• An EMS provider should have communication with other health care 
provider agencies such as social services, home health care, rehab, 
dialysis, cancer treatment centers, etc.
•  Cost-benefit analysis of real-time patient data transfer should be 
conducted.
• Legislation should exist to grant dispatchers immunity from liability 
for following pre-designated standards.
Behavior
• Does your dispatch center network with other communication systems 
to enable rapid exchange of patient information?




• EMS responders delivering nationally standardized prehospital 
emergency care
Beliefs
• The EMS profession should commit to a common definition of wnat 
constitutes baseline community EMS care.
• Care should be given to a patient to avoid transport to the hospital 
when possible.
• Patient outcomes should be studied to support the care given by EMS 
providers.
Behavior
• Does your EMS system allow for advanced prehospital care (such as 




• EMS responders collecting data to develop information systems
Beliefs
• An EMS information system should exist that shares information with 
other health care providers.
• Feedback (such as findings from research) should be provided to EMS 
providers who use information systems.
• All EMS providers should have the ability / skill to collect specific 
uniformed data elements.
Behavior
• Do you collect data to develop information systems?




• EMS responders evaluating their EMS system (such as care given, 
financial collection, patient satisfaction, etc.)
Beliefs
• Consumer satisfaction should be included when evaluating aspects of EMS.
• EMS organizations should use continuing quality improvement process 
components to evaluate aspects of their systems.
• Cost-benefit analysis should be included in evaluating EMS systems.
• Consumers should have an opportunity to express their expectations of 
EMS services.
Behavior
• Does your agency evaluate its EMS system (including care given, 
financial collections, patient satisfaction, etc.)
XIV. Public Access
Affect
• EMS dispatch centers using a nationally recognized emergency number to 
provide triage to meet patient needs
Beliefs
• Cellular telephone companies should allow 9-1-1 calls for those people 
who have cellular phones, even if the owner does not subscribe to the 
cellular services.
• Local governments should provide a phone for 9-1-1 access to those 
people who cannot afford telephone services.
• A “sensor” should be placed in every car so that a PSAP (Public Safety 
Answering Point) is activated with every auto accident of x-amount 
impact.
•  EMS systems should use “PAI” (Public Access Identity) and priority 
dispatch procedures.
•  There should be 1 universal number (instead of 2 numbers: 9-1-1 for 
emergencies and 3-1-1 for nonemergencies).
• Governments should ensure strategic placement of public telephones to 
enhance 9-1-1 access.
• EMS systems should triage 9-1-1 calls in order to provide appropriate 
resources tailored to the patients’ needs.
Behavior
• Does your dispatch center use a national recognized emergency 
number (911) to provide triage to meet patient needs?
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Appendix G 
Brief Bibliographies of the Expert Panels
Expert Panel #1 -  Assisted in the development of “Beliefs” section of the survey.
(Expert panel bios were collected May 2005)
1. Robert E. Suter, DO, MHA, FACEP -  Emergency Department Medical Director,
Houston, TX. Associate Professor, Emergency Medicine, Dallas, TX. Author of the 
EMS Agenda attribute Clinical Care.
2. Jack J. Krakeel, MBA -  Director, Department of Fire and Emergency Services, 
Fayetteville, GA. Author of the attribute Public Access.
3. David R. Miller -  President of Healthspan Transportation Services, St. Paul, MN. Author 
of the attribute System Finance.
4. Bob W. Bailey, M.A. -  Director of the Injury Control Center, Department of Emergency 
Medicine, SUNY Upstate Medical Center. Former (retired) EMS Director for the State 
of North Carolina. Author of the attribute Communications.
5. Ronald D. Stewart, OC, MD, FACEP, DSC -  Professor at Dalhousie University, Nova 
Scotia, Canada; Author of the attribute Medical Direction.
6. Patricia J. O’Malley, MD -  Unit Chief, Pediatric Emergency Services, MassGeneral 
Hospital for Children, Boston, MA. Author of the attribute Public Education.
7. John L. Chew -  President and CEO of EMSSTAR Group, LLC, Annapolis, MD. Former 
EMS Program Specialist for NHTSA. Author of the attribute Human Resources.
8. Daniel W. Spaite, MD, FACEP -  Director & Professor of Emergency Medicine, 
University Medical Center Emergency Services, The University of Arizona, Tucson, AZ. 
Author of the attributes EMS Research and Information Systems.
Expert Panel #2 (Assisted in the development of “Affect” and “Behavior” sections)
1. Christine Elnitsky, Ph.D., RN -  Assistant Director, Health Services Research and 
Development, Department of Veterans Health.
2. Franklin (Skip) Hall, BS, NREMT-P -  Captain, Newport News Fire Dept., Newport 
News, Va. Has over 28 years experience as an EMS provider and instructor.
3. Carl Lindgren, NREMT-P -  Captain, Arlington County Fire Department, Arlington, VA. 
Has xx years experience as an EMS provider and instructor.
4. Larry Sullivan, EMT-C -  Shenandoah Volunteer Rescue Squad, Inc., Shenandoah, 
Virginia. Has over 30 years experience as an EMS provider and instructor.
5. Tim Campbell, NREMT-P -  D.C.F.D., Washington, D.C. Has over 23 years experience 
as an EMS provider and instructor.
6. Michael Berg -  Enforcement & Compliance Manager, Virginia Office of EMS, Virginia 
Department of Health. Has over 30 years experience as an EMS provider and instructor, 
and has served / directed on regional EMS councils.
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Results -  Phase 1: Construct Validity
Instructions: Rate each statement with a “1”, “2”, or “3”. (See Guide below)
Total Number of Total Number of Total Number of Total Number 
Attribute: “1” Responses_____ “2” Responses_____ “3” Responses______of Comments
(3 statements represented each)
Integration of Health Services 2 6 1 0 9
EMS Research 3 3 1 1 7
Legislation & Regulation 2 3 1 1 6
System Finance 2 3 9 9
Human Resources 3 5 1 0 4
Medical Direction 4 3 1 1 3
Educational Systems 3 0 15 0
Public Education 5 3 1 0 7
Prevention 2 7 7 9
Public Access 5 2 6 1 0
Communication Systems 3 4 13 9
Clinical Care 6 6 6 14
Information Systems 3 4 1 1 2
Evaluation 4 2 1 0 6
General Comments: 7
47(20%) 51(21%) 140(59%) 102
Guide:
1 = This statement / item does not represent an aspect of the attribute. A better statement would be:
2 = This statement / item represents an aspect of the attribute, but needs improvement. A better way to write this item would
be:
3 = This item represents an aspect of the attribute.











Results -  Phase 2: Construct Validity
Instructions: Select the 3 statements that Individual
best represents the intended attribute. Cronbach’s
Attribute: Alpha
Integration of Health Services . 6 8
EMS Research .56




























5 2 1 3
5 2 1 3
7 1 2 3
6 1 2 3
6 2 1 3
6 3 1 4
7 2 1 3
6 2 1 3
6 2 1 3
7 3 4 7
7 1 2 3
6 0 3 3
5 1 2 3








48 items in the 
new instrument
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Results -  Phase 3: Test-Retest Reliability
Population:
Number of Responses in first test:











Time between Test 1 and Test 2: 
Criteria Used to Calculate: 
Statistic Used:
Correlation Factor:
An Urban Fire-based EMS System
23
Number of responses in second test: 17
15
35.9 (Range: 28-47)
1 2  (80%) 
3 (20%)
3 (20%) 
1 2  (80%)
6  (40%)
9 (60%)
23.5 days (Range = 1 6 - 3 7  days)
Total Score from all Attributes Combined
Spearman Rho
0.52
Possible Reasons for Low Factor:
♦ Low Number of Matched Responses (n=13; missing data in 2 cases)
♦ Participants had time to think about the statements in test 1, then changed their mind 
in test 2
♦ Too much time between test 1 and test 2
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“EMS Agenda for the Future ”
1 = Absolutely Unnecessary
2 = Somewhat Unnecessary
3 = Nice to have, but not critical
4 = Somewhat Necessary
5 = Very Necessary
Section 1: EMS Responders' "Beliefs'
Numbers represent the 
summed averages to 
each response item.
Integration of Health Services
i 2 3 4 5
Q8: When a patient doesn’t need an ambulance or immediate 
transportation to an emergency room, EMS personnel should provide 
appropriate follow-up care (such as assist in making an appointment 
with the patient’s private physician).
11.5 26.9 26.9 15.4 19.2
Q26: EMS providers should be liaisons for patients to other health 
care networks such as other public safety agencies, public health 
departments, social services, home health, primary care physicians, 
etc.
15.4 17.3 30.8 26.9 9.6
Q42: EMS providers should develop working relationships with 
other professional health providers such as home health nurses and 
social services.
0 5.8 32.7 44.2 17.3
EMS Research
l 2 3 4 5
Q2: A federal EMS agency should be identified to help fund 
research efforts.
5.8 5.8 26.9 36.5 25
Q20: Computer systems should provide patient information linkages 
between health care networks.
1.9 9.6 34.6 32.7 21.2
Q6: EMS leaders (such as EMS physicians) should lead the efforts 
of EMS providers to conduct research. 0 3.8 21.2 46.2 28.8
Legislation &  Regulation
l 2 3 4 5
Q34: Every state should have a lead agency to help coordinate EMS 
activities throughout its state.
9.6 5.8 13.5 25 46.2
Q14: EMS enabling legislation should exist in all states that support 
integration of health services. 3.8 0 28.8 32.7 34.6
Q43: State and local EMS agencies should be authorized to act on 
the public’s behalf hen the availability o f quality o f care is 
threatened. 0 1.9 7.7 59.6 30.8
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System  Finance
1 2 3 4 5
Q36: EMS agencies should be reimbursed for services, even when 
transport does not occur.
Q47: EMS systems should be financed on the basis that EMS 
providers are always prepared to respond.
Q23: Proactive financial relationships should be developed between 
EMS and other health care insurers/provider organizations.
7.7 1.9 21.2 19.2 50
0 3.8 5 8 28.8 61.5
1.9 11.5 15.4 30.8 40.4
Human Resources
1 2 3 4 5
Q18: Staffing (in terms of skills and expertise) for interfacility or 
secondary transports should fit the needs of the patient based on the 
specific illness/injury type.
Q35: Occupational health research should be an ongoing process in 
EMS systems.
Q?: There should be a reciprocity system of EMS provider 
credentials.
0 5.8 19.2 38.5 36.5
0 7.7 23.1 30.8 38.5
1.9 5.8 7.7 34.6 48.1
Medical Direction
i 2 3 4 5
Q39: There should be physicians that specialize in EMS (not just 
emergency medicine).
Q41: Every state system should have a state EMS Medical Director.
Qll: EMS should be a subspecialty certification for physicians.
Q32: Physicians providing on-line medical direction should have 
appropriate credentials.
0 5.8 23.1 48.1 23.1
3.8 13.5 26.9 28.8 26.9
3.8 3.8 42.3 34.6 13.5
0 0 1.9 11.5 86.5
Education Systems
l 2 3 4 5
Q40: Bridging programs should be available for other health 
programs who want to become EMS providers and vice versa.
Q12: An EMS educational program should be grounded in a 
national core content.
Q28: Various components (such as research, management, and 
education) should be included in EMS educational programs.
1.9 7.7 26.9 34.6 28.8
3.8 1.9 21.2 38.5 34.6
3.8 5.8 23.1 38.5 28.8
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Public Education
1 2 3 4 5
Q29: Every EMS agency should be involved in a public education 
programs.
Q9: Public education / program development should be incorporated 
into paramedic programs.
Q44: Public education programs (addressing EMS functioning, cost, 
and health education) should be considered part o f every EMS 
agency’s activities.
5.8 1.9 11.5 28.8 51.9
7.7 5.8 26.9 48.1 11.5
3.8 5.8 23.1 36.5 38.8
Prevention
i 2 3 4 5
Q45: EMS providers should have duty to prevent injuries / illnesses 
in the community when possible.
Q24: EMS providers should have a way to document unsafe 
findings.
Q27: EMS providers should generally assess scenes for factors 
which could lead to potential injuries.
5.8 9.6 13.5 32.7 38.5
0 0 7.7 36.5 55.8
0 5.8 9.6 13.5 71.2
Communication Systems
i 2 3 4 5
Q10: Cost-benefit analysis o f real-time patient data transfer should 
be conducted.
Q7: An EMS provider should have communication with other health 
care provider agencies such as social services, home health care, 
rehab, dialysis, cancer treatment centers, etc.
Q15: Legislation should exist to grant dispatchers immunity from 
liability for following pre-designated standards.
1.9 9.6 25 48.1 15.4
0 5.8 36.5 38.5 19.2
3.8 3.8 21.2 40.4 28.8
Evaluation
l 2 3 4 5
Q38: EMS organizations should use continuing quality 
improvement process components to evaluate aspects of their 
systems.
Q37: Cost-benefit analysis should be included in evaluating EMS 
systems.
Q33: Consumers should have an opportunity to express their 
expectations of EMS services.
Q48: Consumer satisfaction should be included when evaluating 
aspects of EMS.
0 1.9 3.8 25 69.2
3.8 7.7 15.4 44.2 28.8
0 1.9 9.6 40.4 48.1
0 5.8 3.8 36.5 53.8
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Clinical Care
1 2 3 4 5
Q30: The EMS profession should commit to a common definition of 
what constitutes baseline community EMS care.
1.9 5.8 7.7 40.4 44.2
017: Care should be given to a natient to avoid transport to the 
hospital when possible. 19.2 21.2 17.3 34.6 7.7
Q5: Patient outcomes should be studied to support the care given by 
EMS providers. 1.9 0 7.7 28.8 61.5
Information Systems
l 2 3 4 5
Q22: All EMS providers should have the ability / skill to collect 
specific uniformed data elements.
0 5.8 21.2 38.5 34.6
Q3: An EMS information system should exist that shares 
information with other health care providers. 1.9 7.7 7.7 48.1 34.6
Q21: Feedback (such as findings from research) should be provided 
to EMS providers who use information systems. 0 1.9 17.3 36.5 44.2
Public Access
l 2 3 4 5
Q16: There should be 1 universal number (instead o f 2 numbers: 9- 
1-1 for emergencies and 3-1-1 for nonemergencies).
25 21.2 23.1 5.8 23.1
Q25: A “sensor” should be placed in every car so that a PSAP 
(Public Safety Answering Point) is activated with every auto 
accident o f x-amount impact. 17.3 9.6 57.7 11.5 1.9
Q l: EMS systems should triage 9-1-1 calls in order to provide 
appropriate resources tailored to the patient’s needs. 1.9 7.7 15.4 21.2 53.8
Q46: Cellular telephone companies should allow 9-1-1 calls for 
those people who have cellular phones, even if the owner does not 
subscribe to the cellular services.
0 3.8 3.8 19.2 73.1
Q31: Local governments should provide a phone for 9-1-1- access 
to those people who cannot afford telephone services. 17.3 5.8 25 21.2 30.8
Q19: EMS systems should use “PAI” (Public Access Identity) and 
priority dispatch procedures. 0 5.8 21.2 44.2 28.8
Q13: Government should ensure strategic placement of public 
telephones to enhance 9-1-1 access.
7.7 7.7 48.1 19.2 17.3
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2 3 Indifferent 5
Human Resources












Q2: EMS dispatch centers using a  nationally recognized em ergency num ber to 
provide triage to m eet patient needs





















Q4: EMS responders participating in research
Very
Positive








3 Indifferent 5 Very
Positive
Education Systems











Q6: EMS responders evaluating their EMS system  (such a s  care given, financial 
collection, patient satisfaction, etc.)









Legislation / Regulation 
Q7: EMS responders participating in legislative / regulative activities






Integration of Health Services
Very
Positive
Q8: EMS responders working with other health services (such a s  social service, 
hospice, the public health department, etc.) to deliver care













Q9: EMS agencies receiving paym ent for responses, including those in which 











Q10: EMS responders collecting data to develop information system s












Q11: EMS dispatch centers networking with other communication system s to 











Q12: EMS responders delivering nationally standardized prehospital em ergency 
care





















Q14: EMS responders educating the public about safety and wellness






Section 3: EMS Responders’ ’’Behavior”
1. Do you collaborate with other health services (such as social services, hospice, the 
public health department, etc.) to deliver care?
# of responses
32 a- Yes
^offiealth ® ^ ^ ot ^et’ ^ut * t0 *n t îe next year
Services 7 c- No, but other responders in my agency do
1 3  d. No, neither I nor my agency collaborate




3 . Do you participate in research?
26 a. Yes
E M S  4  b. Not yet, but I plan to in the next year
R esearch  jq c No, but other responders in my agency do
12 d. No, neither I nor my agency participate
4. Do you participate in legislative and regulation activities?
r • 7 • 13 a - Y e sLeg isla tion  , ^  , T ,^  2 b. Not yet, but I plan to in the next year
R egula tion  2 7  c< No’ but other resP°nders in my agency do
IQ d. No, neither I nor my agency participate
5. Do you participate in illness / injury prevention activities?
Prevention
36 a. Yes
2 b. Not yet, but I plan to in the next year
1 0 c. No, but other responders in my agency do
4 d. No, neither I or my agency participate
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6 . Do you educate the public about safety and / or wellness?
42 a. Yes
Public
0 b. Not yet, but I plan to in the next year
Education 5 c. No, but other responders in my agency do
5 d. No, neither I or my agency educate
7. Does your agency allow EMS responders from other areas to provide prehospital
care?
19 a. Yes
Human 5 b. Yes, but only in some areas
Resources 15 c. Yes, but under specific criteria or conditions
(missing 1) 1 2 d. No
8 . Does your agency evaluate its EMS system (including care given, financial
collections, patient satisfaction, etc.)
42 a. Yes
Evaluation 7 b. Yes, but sporadically
0 c. Not yet, but plans to in the next year
3 d. No
9. Does your agency receive medical direction from an EMS-skilled physician(s)?
36 a. Yes
Medical 0 b. Not yet, but my agency plans to in the next year
Direction 1 1 c. Some are EMS-skilled and some are not
5 d. No
10. Does your agency provide an EMS education based in the national core content?
37 a. Yes
Education 1 1 b. Yes, but sporadically
Systems 1 c. Not yet, but plans to in the next year
3 d. No, my agency does not provide initial or continuing education
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within the next year
1 lb. Does your agency bill for responses in which the patient is not transported?
Yes, the agency bills for all responses in which the pati 
transported
Yes, the agency bills for some responses in which the i 
transported
Not yet, but my agency plans to bill for patient transpo 
within the next year
12. Does your dispatch center network with other communication systems to enable rapid 








Communications 2 b. Not yet, but my agency plans to in the next year
19 c. No, it does not
5 d. I don’t know
14. Does your dispatch center use a national recognized emergency number (911) to 
provide triage to meet patient needs?
3 9  a. Yes
Public 2̂ b. Uses a recognized number, but does not provide for triage
Access c provides triage, but does not use a recognized number
I d. No, neither uses a recognized number nor provides triage
15. Does your EMS system allow for advanced prehospital care (such as giving IV 
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Pilot Study: Demographics 
(Section 4)
Description: 120 surveys were distributed throughout 4 states (Pennsylvania, Iowa, 
California and Texas). Three agencies from each state were given 10 surveys to distribute 
among its EMS providers. Fifty-two surveys were returned (Response Rate = 43%). The 






Iowa Texas Pennsylvania California
16(53%) 15 (50%) 14 (47%) 6  (2 0 %)
13% 1 2  Vi % 1 2 % 5%
Missing: n = 1 (0.8%)
Average age: 40.46 (Range 19-71)
Average number of years experience: 16.06 (Range 1 -3 1 )
Gender: Race: Caucasian 50 (96.6%)
Males 39 (75%) Hispanic 1 (1.9%)
Females 13 (25%) Multiracial 1 (1.9%)
Education:
Some high school 2 (3.8%) Certification Level:
Some college 28 (53.8%) EMT-B 7 (13.5%)
Associate’s 8  (15.4%) EMT-P 40 (76.9%)
Bachelor’s 7 (13.5%) Other 5 (9.6%)
Master’s/Doctorate 6  (11.5%)
EMS System Type: EMS Provider Role:
Volunteer 2 (3.8%) Clinician/Field 30 (57.7%)
Fire-based 9 (17.3%) Clinician/Hospital 2 (3.8%)
Hospital-based 1 (1.9%) Educator 2 (3.8%)
Third Municipal 15 (25%) Administrator 6  (11.5%)
Private 13 (28.8) Other 4 (7.7%)
Other 6  (11.5%) Combination(s) 8  (15.4%)
Combination(s) 6  (11.5%)
Number that know about the EMS Agenda for the Future: Yes 35 (67.3%)
No 17 (32.7%)
Number that have read the EMS Agenda for the Future: Yes 41 (78.8%)
No 1 1  (2 1 .2 %)
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May 5, 2005 
Dear Ms. Rinaca;
Your study entitled, The use of the Tripartite Model to explain EMS Providers’ 
Attitudes about the “EMS Agenda for the Future” was formally approved as an 
Exempt study on January 20,2003 by the Human Subject’s Committee of the College of 
Health Sciences. No further revisions or alterations were required of the study proposal 
at that time. Please feel free to contact me at 683-4520 if you have any questions.
Respectfully,
George Maihafer, PT, PhD 
Chair, Human Subjects Committee
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7 February 2 0 0 3
Elizabeth Armstrong 
Executive Director
National Association of State EMS Directors 
11 Park Place
Falls Church, VA 22046-4513 
Dear Ms. Armstrong:
The National Highway Traffic Safety Administration and Old Dominion 
University (Norfolk, Virginia) are working on a project to identify and describe current 
attitudes about the EMS Agenda for the Future from EMS providers within the nation. It 
is anticipated that this project will ultimately lead to future planning, administrative, and 
educational activities that will enhance further development of the EMS profession. We 
are seeking letters of support from the National Association of State EMS Directors along 
with other professional organizations to assist in the project’s success. Since NASEMSD 
was a major contributor and continues to be a supporter of the original idea and 
document, we would appreciate your support in this project by forwarding a “letter of 
support” to the principle investigator. For your convenience, a sample letter is enclosed 
along with a self-addressed stamped envelope.
Thank you for your time and consideration in this matter. For further information 
about the project, please contact the principle investigator (Carolyn Rinaca) through 
email (crinaca@exis.net') or phone (757-238-3605). We certainly appreciate your support 
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Carolyn Rinaca 
15437 Laurel wood Drive
Carrollton, Va 23314
Dear Carolyn:
The National Association of State EMS Directors supports your 
current project regarding exploration of EMS providers’ attitudes about the 
EMS Agenda for the Future.
Sincerely,
XXX
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Office of Emergency Medical Services
Virginia Department of Health
1538 E. Parham Road
Richmond, VA 23228
Dear Mr. Brown:
The National Highway Traffic Safety Administration is working with Old 
Dominion University (Norfolk, Virginia) on a dissertation project to identify and describe 
current attitudes about the EMS Agenda for the Future among EMS providers throughout 
the nation. It is anticipated that this project will ultimately lead to future planning, 
administrative, and educational activities that will enhance further development of the 
EMS profession. Several professional organizations, including the National Association 
of State EMS Directors, are encouraging and supporting the project.
We are now seeking the support and assistance of each state’s EMS director to 
provide a randomly selected list of 500 names and addresses of current EMS providers 
from their state that could become potential participants in the study. All submissions 
(names and addresses) will remain confidential and no survey responses will be linked to 
participants. We anticipate a large response rate since $1 will be given to the National 
EMS Memorial Service for every completed and returned survey.
Enclosed is a list of professional organizations that support the project. Also 
enclosed you will find a simple questionnaire that we would like for you to return with 
your list. Your list of randomly selected names and addresses can be forwarded as a hard 
copy or preferably on a disc. It would be most helpful if you could return your list or 
computer disc by June 30, 2003 in the stamped addressed envelope provided.
Thank you for your time and effort in this research study. For further information 
about the project, please contact the primary investigator through email (crinaca@exis.net) 
or phone (757-238-3605), or the dissertation committee chair, Dr. Houseman (757-683- 






Clare Houseman, PhD, RN, CS 
Dissertation Committee Chair, ODU
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Professional Organizations Who Support This Project
National Association of State EMS Directors 
National Association o f EMS Physicians 
National Association of EMS Educators 
National Association of Emergency Medical Technicians 
Continuing Education Coordinating Board for Emergency Medical Services
American Academy of Pediatrics 
American College of Surgeons 
American Association o f Orthopaedic Surgeons 
Emergency Nurses Association 
International Association of Firefighters 
Association o f Air Medical Services
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Questionnaire for EMS State Directors
1. State: _____________________________
2. Total number of certified EMS providers in your state: _________________
3. Describe the data base from which you chose the provided list of names / addresses:
a. All registered / certified EMS providers in the state (some may be deceased)
b. All registered / certified EMS providers in the state who have taken continuing 
education classes in the past two years
c. Other descriptions:
4. How was the selection made from the data base described above?
5. Contact person (if different from the EMS Director):
• Telephone number: _______________________
• Email: ___________________________
6. State EMS Director’s Signature: _______________
(Printed Name)
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State Profiles of Data Bases
**Refer to the “EMS Director’s Questionnaire” in Appendix L. Some information was obtained electronically.
State Total # Description of Data Base Description of Selection
1 Alabama 10,946 (sent electronically -  assumed all levels o f providers) Random Run
2 Alaska 5,093* All current, certified EMTs, unlikely deceased Randomly selected *Reported 3,500 providers
3 Arizona 12,496 All certified EMS providers (some may be deceased) Random sample
4 Arkansas 5,504 All certified EMS Instructors (only available DB) Random sample
5 California 80,200 X X
6 Colorado 14,365 All certified EMS providers at all levels Entire DB population
7 Connecticut 18,894 Entire population of EMT-Bs, Is, & Ps ♦Purchased DBs of EMT-Bs, EMT-Is, & Ps
8 Delaware 2,778* All providers who have taken CE classes in last 2 years At Random *Emailed estimate of 1,125 providers
9 DC 2,956 **Will produce labels and mail surveys -  never did (Assumed Random)
10 Florida 38,399 Active EMTs & PMs who have not requested confidential. Random by Access 2000 Analysis Random Sampling tool
11 Georgia 13,300 AH currently certified providers in the state Random
12 Hawaii 450 ** Will produce labels and mail surveys -  never did ♦No DB of individuals, only agencies; “we’ll do our best”
13 Idaho 4,352 All certified providers Randomized selection
14 Illinois 66,633 (Didn’t complete) (Didn’t complete)
15 Indiana 23,622 (sent electronically -  all level of providers) Entire DB population
16 Iowa 12,573 All current providers excluding law enforcement Entire DB population *Reported 12,083; used DB #
17 Kansas 10,750 Current certified attendants (email) (Assumed random)
18 Kentucky 15,200 All licensed ambulance service providers (Entire population o f EMS Agencies)
19 Louisiana 7,400 All certified providers (some may be deceased) Random, electronic selection
20 Maine 4,700 (sent electronically -  assumed all levels o f providers) Entire DB of licenses that end in 0
21 Maryland 28,292 All certified providers in the state Stratified random based on certification levels
22 Massachusetts 19,395 (Located a list of EMS Agencies on a website) (Entire population of EMS Agencies)
23 Michigan 29,706 Current or exnired MI health & commercial licenses Random frim  active personnel license
24 Minnesota 28,106 FRs, EMT-Bs, EMT-Is, EMT-Ps with current exp. dates Generated random number based on cert. ID, sort by that number, then selected 1st 500












26 Missouri 13,033 Current licensed providers (some may be deceased) Random by zip codes throughout state
27 Montana 6,013 (Sent electronically; noted EMT-Bs, Is, & Ps) (Assumed Random)
28 Nebraska 8,514 (Sent electronically; noted FRs, EMT-Bs, Is, & Ps) Entire DB population
29 Nevada 4,206 (Sent electronically; noted FRs, EMTs, Is, & Advanced) Entire DB population
30 New Hampshire 4,279
All reg./cert. providers (some may be deceased); Issued 
between 4/1/03 & 6/24/03. Nationally registered only Entire DB (?) (#563) of description
31 New Jersey 21,929 All active EMT-Bs and EMT-Ps Entire DB population
32 New Mexico 6,279 All registered providers (some deceased) Random
33 New York 55,020 All registered providers (some deceased) Stratified random: 100 from 5 levels -  FR, B, I, CC, P
34 North Carolina 28,738 (Sent electronically; MRs, EMTs, Ds, Is, Ps, & MICNs) (Assumed Random)
35 North Dakota 3,011 (Sent electronically; noted FRs, EMT-Bs, Is, & Ps) Entire DB population
36 Ohio 39,000 ♦♦Will produce labels and mail surveys (Assumed Random)
37 Oklahoma 7,091 All reg./cert. providers (some may be deceased) Sorted by 1st address digit; chose every 14lh (492); then chose every 16th name to make 500.
38 Oregon 7,388 All providers, agencies w/vehicles, med. dir., comm. (??) (Did not complete -  assumed random)
39 Pennsylvania 50,534 ♦♦Will produce labels and mail surveys (Assumed Random)
40 Rhode Island 4,006 All reg./cert. providers (some may be deceased) Randomly ordered -  every 5th record
41 South Carolina 6,147 All current certified providers as of 8/1/03 (Assumed Random)
42 South Dakota 33,88 All reg./cert. providers (some may be deceased) Entire DB population
43 Tennessee 14,697 Current active providers who are initial or have CEs Random selection **Noted last names A -  G only
44 Texas 52,812 (Sent electronically; noted various levels o f certifications) Entire DB population
45 Utah 10,000 ♦♦Will produce labels and mail surveys (Assumed Random)
46 Vermont 2,925 All certified levels o f providers (phone conversation) Random selection by IT department
47 Virginia 33,000 All reg./cert. providers who have taken CEs in last 2 years All ending 69 or 89 in SS#; exp. date is f 8 mon. (6/23/03)
48 Washington 16,426 All certified providers with active agency association Sorted DB using excel with RAND function; l9 500 rows
49 West Virginia 9,530 **Will produce labels and mail surveys (Assumed Random)
50 Wisconsin 16,000* All reg./cert. providers who have taken CEs in last 2 years Random of 5 levels ♦Initial report 15,200; used 16,000
51 Wyoming 6,639 Current active personnel of Bs, Is, & Ps; FR excluded Printed all names; Pulled every 3rd page
Note: Some states’ responses were collected via telephone conversation or email.
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Your name has been randomly selected to participate in a research study of EMS 
providers throughout the nation. This study will gather opinions of EMS providers about 
their individual roles and the roles of their EMS agencies. Participation in the survey is 
voluntary and you should not put your name on the survey. The survey will take 
approximately 20 -  40 minutes to complete. Enclosed is an addressed, stamped envelope 
for easy mailing after its completion. Also enclosed is an addressed, stamped postcard with 
a place to write your name and practicing state. Please mail the postcard separately when 
you mail your completed survey. This acknowledges your voluntary participation, and 
assures that your name cannot be linked to your survey responses.
The results of the study will provide important data regarding EMS workers’ 
opinions that can be used in planning for future education and administrative activities 
among agencies. It will also provide insight to the future direction of the EMS profession. 
We appreciate your help and participation in this study. For your time and effort, we will
donate $1 to the EMS Memorial Service for every completed survey returned.
(There are over 5,000 surveys distributed). An announcement of the total donation and 
preliminary findings from the study will be published in a future issue of JEMS: Journal of 
Emergency Medical Services. Please return your survey by December 8th.
Thank you again for your participation in this study. If you have any questions about 
the nature of the study, please don’t hesitate to send email to crinaca@exis.net. Good luck 




Clare Houseman, PhD, RN, CS 
Dissertation Committee Chair, ODU
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XXX, IL 60022 
Dear Mark:
Several months ago you were sent an EMS survey in the mail. Once again we would 
like to ask for your help in this nationwide research project. If you recall, the study will 
gather opinions of EMS providers about their individual roles and the roles of their EMS 
agencies. It will also provide insight to the future direction of the EMS profession. You 
were 1 of 382 from a total of 66,633 EMS providers randomly chosen from the state of 
Illinois. Over 5,000 surveys were distributed throughout the nation. We plan to donate $1 
to the National EMS Memorial Service for every completed survey returned. Our goal is a 
donation of $2,500!
As before, participation in the survey is voluntary and you should not put your name 
on the survey. The survey will take approximately 20 -  40 minutes to complete. Enclosed 
with the survey is an addressed, stamped envelope for easy mailing after its completion. If 
you prefer, the survey is also posted on the website
http://demo.inquisiteasp.com/survevs/S8ED9V. As with the hardcopy survey, your 
responses are anonymous and cannot be linked to you. If for some reason you are unable or 
would prefer not to participate at this time, please write the name of your state and any 
comments that you may have (such as a reason for not participating) on the enclosed index 
card. Then return the index card in the stamped envelope provided.
Thank you again for your help in this study. Your participation in this project is very 
important to us. If you have any questions about the nature of the study, please don’t 
hesitate to send email to crinaca@exis.net or call Carolyn at 757-238-3605. Good luck to 




Clare Houseman, PhD, RN, CS 
Dissertation Committee Chair, ODU 
(757-683-4259) or chousema@odu.edu
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Data Analysis Summary: Hypothesis 1






Interval / Ratio maffect Mean Affect
Independent Variables: Data Level # Hypothesis Code Label R2 n P
Age Interval/ Ratio la As age f = affect J, Pearson’s s4ql Age .018 424 .006
Gender Nominal lb No difference in affect Ind. T-Tests s4q2 Gender 427 .016
Practicing State Nominal Id No difference in affect Kruskal-Wallis NmW State State 2 428 .130
Community Size Ordinal le No difference in affect Anova combpop Population 423 .238
Community Type Nominal If No difference in affect Anova s4q6 Resp. Area 408 .318
Education Level Ordinal lg No difference in affect Anova combed Education 425 .620
Certification Level Ordinal lh t  cert. = f affect Anova s4q8 Certification 425 .009
# of Years Experience Interval/ Ratio li No relationship w/affect Pearson’s s4q9
# Years .005 424 .144
# of responses / month Ordinal lj No difference in affect Kruskal-Wallis combrsp # responses 398 .064
Average # of hours / week Ordinal lk No difference in affect Anova combhrs # Hours/wk 365 .904
Work Status Nominal 11 Paid workers = ] affect Ind. T-Tests combws Work Status 420 .038
Work Role Nominal lm No difference in affect Anova combrole Work Role 415 .100
EMS System Type Nominal In No difference in affect Anova reemssyss Sys. Type 414 .695
EMS Response Type Nominal lo No difference in affect Anova combwtyp Work Type 425 .011
Annual # of agency 
responses Ordinal IP No difference in affect Kruskal-Wallis combagcy Agency Res. 363 .068
EMS Agenda Awareness Nominal iq |  awareness = |  affect Ind. T-Tests s4ql7 Know Ag. 427 .393











Data Analysis Summary: Hypothesis 2






Interval / Ratio mbeliefs Mean Beliefs
Independent Variables: Data Level # Hypothesis Code Label R2 n P
Age Interval/ Ratio 2a As age f = beliefs j Pearson’s s4ql Age .01 426 .043
Gender Nominal 2b No difference in beliefs Ind. T-Tests s4q2 Gender 429 .004
Practicing State Nominal 2d No difference in beliefs Kruskal-Wallis NmW State State 2 431 .657
Community Size Ordinal 2e No difference in beliefs Anova combpop Population 428 .558
Community Type Nominal 2f No difference in beliefs Anova s4q6 Resp. Area 411 .435
Education Level Ordinal 2g No difference in beliefs Anova combed Education 427 .768
Certification Level Ordinal 2h t  cert. = t  beliefs Anova s4q8 Certification 426 .023
# of Years Experience Interval/ Ratio 2i No relationship w/ beliefs Pearson’s s4q9 # Years .001 426 .464
# of responses / month Ordinal 2j No difference in beliefs Anova combrsp # responses 400 .036
Average # of hours / week Ordinal 2k No difference in beliefs Anova combhrs # Hours/wk 367 .316
Work Status Nominal 21 Paid workers = f beliefs Ind. T-Tests combws Work Status 422 .040
Work Role Nominal 2m No difference in beliefs Anova combrole Work Role 417 .014
EMS System Type Nominal 2n No difference in beliefs Anova reemssyss Sys. Type 416 .303
EMS Response Type Nominal 2o No difference in beliefs Anova combwtyp Work Type 417 .045
Annual # of agency 
responses Ordinal 2p No difference in beliefs Anova combagcy Agency Res. 364 .078
EMS Agenda Awareness Nominal 2q t  awareness = |  beliefs Ind. T-Tests s4ql7 Know Ag. 429 .045












Data Analysis Summary: Hypothesis 3






Interval / Ratio behav6 Behavior 6
Independent Variables: Data Level # Hypothesis Code Label R2 n P
Age Interval/ Ratio 3a As age t  = behavior J. Pearson’s s4ql Age 411 .221
Gender Nominal 3b No difference in behavior Ind. T-Tests s4q2 Gender 414 .586
Practicing State Nominal 3d No difference in behavior Kruskal Wallis NmW States State 2 415 .010
Community Size Ordinal 3e No difference in behavior Anova combpop Population 410 .001
Community Type Nominal 3f No difference in behavior Kruskal Wallis s4q6 Resp. Area 396 .002
Education Level Ordinal 3g No difference in behavior Kruskal Wallis combed Education 412 .002
Certification Level Ordinal 3h t  cert. = |  behavior Kruskal Wallis s4q8 Certification 413 .000
# of Years Experience Interval/ Ratio 3i No relationship w/ behavior Pearson’s s4q9 # Years
.039 412 .000
# of responses / month Ordinal 3j No difference in behavior Anova combrsp # responses 387 .001
Average # of hours / week Ordinal 3k No difference in behavior Anova combhrs # Hours/wk 354 .005
Work Status Nominal 31 Paid workers = f behavior Ind. T-Tests combws Work Status 408 .000
Work Role Nominal 3m No difference in behavior Anova combrole Work Role 403 .000
EMS System Type Nominal 3n No difference in behavior Kruskal Wallis reemssyss Sys. Type 403 .000
EMS Response Type Nominal 3o No difference in behavior Kruskal Wallis combwtyp Work Type 404 .005
Annual # of agency 
responses Ordinal 3p No difference in behavior Kruskal Wallis combagcy Agency Res.
355 .000
EMS Agenda Awareness Nominal 3q f awareness = f behavior Ind. T-Tests s4ql7 Know Ag. 414 .000












Data Analysis Summary: Hypothesis 4





• Data Level is Interval / Ratio for all variables
• Hypothesis: There is a direct relationship between beliefs & affect.
EMS Agenda Attribute: Code Label Code Label # Hypothesis Statistical Test R2 n P
Integration of Health Services mint Mean Integration s2q8 a-Integration 4a Affect = Beliefs Pearson’s .36 428 .000
EMS Research mres Mean Research s2q4 a-Research 4b Affect = Beliefs Pearson’s .11 428 .000
Legislation & Regulation mlegreg Mean L & R s2q7 a-Legislation / Regulation 4c Affect = Beliefs Pearson’s .07
428 .000
System Finance msysfin Mean Sys. Fin. s2q9 a-System Finance 4d Affect = Beliefs Pearson’s .30 428 .000
Human Resources mhumres Mean Human Resources s2ql
a-Human
Resource 4e Affect = Beliefs Pearson’s .08 428 .000
Medical Direction mmeddir Mean Medical Direction s2q3
a-Medical
Direction 4f Affect = Beliefs Pearson’s .13 428 .000
Education Systems medsys Mean Education Systems s2q5
a-Education
Systems 4g Affect = Beliefs Pearson’s .19 428 .000
Public Education mpubed Mean Public Education s2ql4 a-Public Education 4h Affect = Beliefs Pearson’s .37 428 .000
Prevention mprev Mean Prevention s2ql3 a-Prevention 4i Affect = Beliefs Pearson’s .23 428 .000
Communication Systems mcomm MeanCommunications s2ql 1 a-Communications 4j Affect = Beliefs Pearson’s .09 428 .000
Clinical Care mcc Mean Clinical Care s2ql2 a-Clinical Care 4k Affect = Beliefs Pearson’s .07 428 .000
Information Systems minfo Mean Info Systems s2ql0
a-Information
Systems 41 Affect = Beliefs Pearson’s .19 428 .000
Evaluation meval Mean Evaluation s2q6 a-Evaluation 4m Affect = Beliefs Pearson’s .21 428 .000
Public Access mpubacc
Mean 
Public Access s2q2 a-Public Access 4n Affect = Beliefs Pearson’s .14 428 .000













Data Analysis Summary: Hypothesis 5
General H ypothesis 5: Affect and Behavior Components o f the Tripartite M odel
* denotes Individual Behavior
Independent Variable: 




Data Level: Interval / Ratio
• Hypothesis: There is a direct relationship between affect & 
behavior.
EMS Agenda Attribute: Code Label Code Label # Hypothesis Statistical Test n P
Integration of Health Services* s3ql b-Integration s2q8 a-Integration 5a Affect = Behavior Kruskal-Wallis 425 .000
EMS Research* s3q3 b-Research s2q4 a-Research 5b Affect = Behavior Kruskal-Wallis 420 .000
Legislation & Regulation* s3q4 b-Legislation / Regulation s2q7
a-Legislation / 
Regulation 5c Affect = Behavior Kruskal-Wallis 419
.001
System Finance s3q lla b-System Finance s2q9 a-System Finance 5d Affect = Behavior Anova 413 .009
System Finance s3ql lb b-System Finance s2q9 a-System Finance 5d Affect = Behavior Kruskal-Wallis 406 .004
Human Resources s3q7 b-Human Resources s2ql a-Human Resource 5e Affect = Behavior Anova 421 .703
Medical Direction s3q9 b-Medical Direction s2q3 a-Medical Direction 5f Affect = Behavior Anova 421 .538
Education Systems s3ql0 b-Education Systems s2q5 a-Education Systems 5g Affect = Behavior Anova 418 .444
Public Education* s3q6 b-Public Education s2ql4 a-Public Education 5h Affect = Behavior Kruskal-Wallis 426 .000
Prevention* s3q5 b-Prevention s2ql3 a-Prevention 5i Affect = Behavior Kruskal-Wallis 424 .000
Communication Systems s3q 12 b-Communications s2ql 1 a-Communications 5j Affect = Behavior Kruskal-Wallis 423 .000
Clinical Care s3ql4 b-Clinical Care s2ql2 a-Clinical Care 5k Affect = Behavior Anova 421 .798
Information Systems* s3q2 b-Information Systems s2ql0 a-Information Systems 51 Affect = Behavior Anova 422 .002
Evaluation s3q8 b-Evaluation s2q6 a-Evaluation 5m Affect = Behavior Anova 422 .117
Public Access s3ql3 b-Public Access s2q2 a-Public Access 5n Affect = Behavior Anova 421 .009












Data Analysis Summary: Hypothesis 6
General Hypothesis 6: Beliefs and Behavior Com ponents o f the Tripartite Model






Data Level: Interval / Ratio
• Hypothesis: There is a direct relationship between beliefs 
& behavior.
EMS Agenda Attribute: Code Label Code Label # Hypothesis Statistical Test n P
Integration of Health Services* s3ql b-Integration mint Mean Integration 6a Beliefs = Behavior Anova 427 .000
EMS Research* s3q3 b-Research mres Mean Research 6b Beliefs = Behavior Kruskal-Wallis 422 .472
Legislation & Regulation* s3q4 b-Legislation / Regulation mlegreg
Mean Legislation / 
Regulation 6c Beliefs = Behavior Anova 421 .275
System Finance s3q lla b-System Finance msysfin Mean System Finance 6d Beliefs = Behavior Anova 415 .000
System Finance s3q llb b-System Finance msysfin Mean System Finance 6dd Beliefs = Behavior Anova 408 .001
Human Resources s3q7 b-Human Resources mhumres Mean Human Resources 6e Beliefs = Behavior Anova 422 .283
Medical Direction s3q9 b-Medical Direction mmeddir Mean Medical Direction 6f Beliefs = Behavior Anova 422 .511
Education Systems s3ql0 b-Education Systems medsys Mean Education Systems 6g Beliefs = Behavior Kruskal-Wallis 419 .250
Public Education* s3q6 b-Public Education mpubed Mean Public Education 6h Beliefs = Behavior Kruskal-Wallis 427 .003
Prevention* s3q5 b-Prevention mprev Mean Prevention 6i Beliefs = Behavior Kruskal-Wallis 426 .000
Communication Systems s3ql2 b-Communications mcomm Mean Communications 6j Beliefs = Behavior Anova 425 .098
Clinical Care s3ql4 b-Clinical Care mcc Mean Clinical Care 6k Beliefs = Behavior Anova 423 .077
Information Systems* s3q2 b-Information Systems minfo Mean Info Systems 61 Beliefs = Behavior Anova 424 .417
Evaluation s3q8 b-Evaluation meval Mean Evaluation 6m Beliefs = Behavior Anova 423 .002
Public Access s3ql3 b-Public Access mpubac 2 Mean Public Access 6n Beliefs = Behf vior Anova 423 .440
“Overall Scores” behav6 Behaviors 6 mbeliefs Beliefs 6 5o Beleifs = Behavior
Pearson’s 
(r2 = .096) 414 .000
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